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CHLOROMYCETIN 


chloramphenicol, Parke-Davis 

“Resistance to chloramphenicol was surprisingly infre- 
quent (0-5%)” among strains of staphylococci isolated 

from outpatients over a 5-year period. It was impressive 

to note that less than 6% of 310 strains isolated from 

patients treated in the emergency room were resistant to 

CHLOROMYCETIN. Moreover, it would appear “...that 

chloramphenicol-resistant staphylococci disappear 

more readily after leaving the hospital environment.”! 


Goslings and Biichli? report that “... resistance was lost 
entirely after 3 months...” in the small percentage of 
patients who carried staphylococcal strains resistant to 
CHLOROMYCETIN. Numerous other investigators con- 
cur in the observation that staphylococcal resistance to 
CHLOROMYCETIN is of a low order.?-8 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is avail- 
able in various forms, including Kapseals® of 250 mg., in 
bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, be- 
cause certain blood dyscrasias have been associated with its 
administration, it should not be used indiscriminately or for 
minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient 
requires prolonged or intermittent therapy. 


References: (1) Bauer, A. W.; Perry, D. M., & Kirby, W. M. M.: J.A.M.A. 
173:475, 1960. (2) Goslings, W. R. O., & Biichli, K.: Arch. Int. Med. 
102:691, 1958. (3) Goodier, T. E. W., & Parry, W. R.: Lancet 1:356, 1959. 
(4) Fisher, M. W.: Arch. Int. Med. 105:413, 1960. (5) Petersdorf, R. G., 
et al.; Arch. Int. Med. 105:398, 1960. (6) Glas, W. W., in Symposium on 
Antibacterial Therapy, Michigan & Wayne County Acad. Gen. Pract., 
Detroit, September 12, 1959, p. 7. (7) Modarress, Y.; Ryan, R. J., & 
Francis, Sr. C. FE: J. M. Soc. New Jersey 57:168, 1960. (8) Rebhan, A. W, 
& Edwards, H. E.: Canad. M. A. J. 82:513, 1960. 


IN VITRO SENSITIVITY OF COAGULASE- POSITIVE 
STAPHYLOCOCCI TO CHLOROMYCETIN 
FROM 1955 TO 1959* 


1955 ; 96% 
1957 96% 
1958 95% 
1959 95% 


These sensitivity tests were done by the disc method on 310 strains of 
coagulase-positive staphylococci. Strains were isolated from patients seen 
in the emergency room. It should be noted that among inpatients, resistant 
Strains were considerably more prevalent. 


*Adapted from Bauer, Perry, & Kirby? 
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Data based on pH measurements in 11 patients with peptic ulcer’ 
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CREAMALIN 


New proof in vivo' of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 

New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 


Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘“‘acid rebound” or alkalosis. 


Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity — from 2 to 4 tablets as necessary. Peptic 

ulcer or gastritis — from 2 to 4 tablets every two to four hours. Tablets may 

be chewed, swallowed whole with water or milk, or allowed to dissolve 

in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 

1. Data in the files of the Department of Medical Research, Winthrop 

Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
LABORATORIES Pharm. A. (Scient. Ed.) 48:384, July, 1959. 
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*Raldrate 


SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
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ALL SINUS, NASAL, UPPER RESPIRATORY AIR = 


PASSAGES 


COVANAMINE’S combination of two antihistamines and two 
decongestants — shrinks swollen turbinates—opens blocked 
ostia— promotes drainage —reestablishes patency—in the 
treatment of common colds, rhinitis, sinusitis, nasal allergies 
and post nasal drip. 


Constant therapeutic levels are maintained by COVANAMINE’S 
Sustained Action Tablets which meter out the active ingredi- 
ents . . . with minimal side effects, less drowsiness. 


Also available as Black Cherry Flavored COVANAMINE 
LIQUID; COVANAMINE EXPECTORANT provides the liquid 
formula plus glyceryl guaiacolate. 


Each Sustained Action (continuous release) COVANAMINE tablet contains: 
phenylephrine HCI 15 mg., phenylpropanolamine HCI 25 mg., Chiorpheniramine 
maleate 4 mg., and pyrilamine maleate 25 mg. 

COVANAMINE LIQUID provides % the tablet formula in each 5 ml. teaspoon. 
COVANAMINE EXPECTORANT provides the liquid formula plus glyceryl guaiaco- 
late 100 mg. per teaspoon. 

Dosage: Tablets: Adults—1 tablet (swallowed without chewing) morning, mid-after- 
noon and at bedtime; Children, 6 to 12 years—% tablet. Liquid and Expectorant: 
Adults—2 teaspoonfuls every four hours. Children 6 to 12 years—1 teaspoonful 


every four hours; 1 to 6 years—% teaspoonful every four hours; under 1 year— 
M% teaspoonful every four hours. 


VANPELT AND BROWN, INC. Richmond, Virginia 
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UP-TO-DATE 


N DEPARTMENTS 
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COMPLETELY STOCKED 
TO SERVE YOUR PATIENTS ! 


We work closely with the pharmaceutical manufacturers to in- 
sure having the newest drugs in stock as soon as you prescribe 
them for your patients. New drugs are received in our prescrip- 
tion departments at the rate of more than one a day. 

Our prescription inven- 
tories are carefully checked 
every month to eliminate old gu ete 


your patients. SERVICE 


en DRUG STORE 
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ANNOUNCING— 


SPECIFIGALLY FOR 
INFECTIONS DUE TO 


“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETIC 


“STAPH-CIDAL” PENICIL 


sodiu 1ethoxyphenyl penicillin 
FOR TION 


UNIQUE—BECAUSE IT 
RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 

STAPHYLOCOCCAL PENIGILLINASES 
WHICH INACTIVATE 
OTHER PENICILLINS 
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November. 1960 


STAPHCILLIN™ 


(sodium dimethoxyphenyl penicillin) 


For Injection 
DESCRIPTION 


STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 


Each dry filled vial contains: | Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl penicillin), equivalent to 900 mg. dimethoxypheny! penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococei and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN. Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection, 


\s is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patient. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is | Gm. every 4 or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 


Intravenous route: | Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


*Warning: Solutions of STAPHCILLIN and kanamycin should not be 


mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously. Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 


For intravenous use. dilute the reconstituted dose in 50 ml. of sterile 
saline and inject at the rate of 10 ml. per minute. 
*This statement supersedes that in the Ofthcial Package Circulars dated September and/or October, 1960, 
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OrrictaAL PacKAcE CircuLar (continued) 


MICROBIOLOGICAL AND PHARMACOLOGICAL 
-ROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antimicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are reguired 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 meg. ml. on the average after a 1.0 Gm. dose) are 
attained within | hour; and then progressively decline to less than 
| meg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney. liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic, STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory. but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 


During the clinical trials. several mild skin reactions. e.g.. itching. 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma. urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase. parenteral b. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V. 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy. appropriate measures should be taken. 


SUPPLY 


List 79502 — 1.0 Gm. dry filled vial. 
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In the presence of staphylococcal 
penicillinase, STAPHCILLIN remained active 
and retained its antibacterial action. 

By contrast. penicillin G was rapidly 


destroyed in the same period of time. 
(After Gourevitch et al., to be published ) 


INITIALLY 


PENICILLING 
STAPHCILLIN 
PENICILLIN G 


cifically for “resistant” staph... 


lure of staphylococcal infections to respond to penicillin therapy is attributed to 


sodium dimethoxypheny] penicillin 


FOR INJECTION 


icillin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 
other penicillins: 


PHCILLIN is effective because it retains its antibacterial activity despite the pres- 


staphylococcal penicillinase. 


- clinical effectiveness of STAPHCILLIN has been confirmed by dramatic results in 
variety of infections due to “resistant” staphylococci, many of which were serious 


-threatening. 


her penicillins: 
.PHCILLIN has no significant systemic toxicity. It is well tolerated locally, and 
irritation at the injection site is comparable to that following the injection of 


in G. In occasional cases, typical penicillin reactions may be experienced. 


“ESSIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 
information on the indications, dosage, and precautions for the use of STAPHCILLIN. If you desire 
onal information concerning clinical experiences with STaPHCILLIN, the Medical Department of 
| Laboratories is at your service. You may direct your inquiries via collect telephone call to New York, 
17-7061, or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N.Y. 20, N. Y. 


STOL LABORATORIES » SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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ACUTE BRONCHITIS SYNCILLIN 
250 mg. t.i.d. 


H.F. 45-year-old white female. First seen on 


Aug. 24, 1959 with acute bronchitis of 3 days' 


duration. Culture of the sputum revealed alpha 


hemolytic streptococci. A 250 mg. SYNCILLIN 

tablet was administered 3 times daily. Another 
sputum culture taken on Aug. 27 showed no growth. 
On Aug. 30, the patient appeared much improved 


and SYNCILLIN was discontinued.” 


Recovery uneventful. 


‘Syncillin Tablets — 250 mg. (400, 000 units)... Syncillin Tablets — 125 mg. (200,000 ad) 
Syncillin for Oral Solution —60 ml. bottles — when reconstituted, 125 mg. (200,000 units) per Sm. 
Syncillin Pediatric Drops — 1.5 Gm. bottles. Calibrated dropper delivers 125 mg. (00, 000 oe 
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“cal pe treated ror at least 1U to fever 
as prophylaxis bacterial endocarditis in susceptible 


RELIEVE ALL 
COMMON 
COLD 
ONCE 


THE TOTAL COLD-THERAPY TABLET 


nasal decongestant - analgesic 


antipyretic - antihistamine 


JS 

Ms al The ingredients combined in each ‘Emprazil’ tablet 
provide multiple drug action for prompt sympto- 
matic relief of aches, pains, fever and respiratory 
congestion—due to common colds, flu or grippe— 
without gastric irritation. 
Dosage: Adults and older children —One or two tablets 
t.i.d. as required. Children 6 to 12 years of age—One 
tablet t.i.d. as required, 
Supplied: Bottles of 100 or 1000 


Each orange and yellow layered tablet contains: 
*Sudafed’® brand Pseudoephedrine Hydrochloride. 20 mg. 
*‘Perazil’® brand Chliorcyclizine Hydrochloride .... 15 mg. 


Aspirin (Acetylsalicylic Acid) ......ceceeeeeeees 200 mg. 
BURROUGHS WELLCOME & CO. 30 mg. 
(U.S.A.) INC., Tuckahoe, N. Y. Complete literature available on request. ‘ 
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relieves pain, 
muscle spasm, 


nervous tension 
rapid action + non-narcotic + economical 


“We have found caffeine, used in combination with acetylsalicylic acid, acetophenetidin, 


and isobutylallylbarbituric acid, [Fiorinal] to be one of the most 


e effective medicaments for the symptomatic treatment of headache due to tension.” 
Friedman, A. P., and Merritt, H. H.: J.A.M.A. 163:1111 (Mar. 30) 1957. 


, Available: Fiorinal Tablets and Each contains: Sandoptal (Allylbarbituric Acid N.F. X) 
is 50 mg. (3/4 gr.), caffeine 40 mg. (2/3 gr.), acetylsalicylic acid 


200 mg. (3 gr.), acetophenetidin 130 mg. (2 gr.). 


— liorinal Capsules 


Dosage: 1 or 2 every four hours, according to need, up to 6 per day. 


SANDOZ 
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Efficacy and expanding clinical use are making Naturetin the 
diuretic of choice in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.2 More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin € K — for added protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy. 


Naturetin Na 


...extraordinarily effective diuretic..” 


771 


Supplied: Naturetin Tablets, 5 mg., scored, and 2.5 mg. Naturetin 
c K (5 ¢ 500) Tablets, capsule-shaped, containing 5 mg. ben- 
zydroflumethiazide and 500 mg. potassium chloride. Naturetin 
¢ K (2.5 € 500) Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 mg. potassium chloride. For com- 
plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y 
References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: 
Monographs on Therapy 5:60 (Feb.) 1960. 2. Ford, R. V.: Current 
Therap. Res. 2:92 (Mar.) 1960. 
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usual mediciitions 
act only here 


isoclior 


acts here 


to relieve both nasal 


‘and chest discomfort 


i 


oe 


oc 


upper respiratory congestion 
bronchial congestion 


TABLETS AND SYRUP 


relieves both 


eetffective because d-isoephedrine combines both nasal 
and bronchial decongestant actions'—together with the histamine blocking 
action of chlorpheniramine. 


fast... clears air passages in 10-20 minutes. Relieves stuffiness, 


swelling, discharge. Prevents excessive post-nasal drip and resulting night 
cough. 


sate... Laboratory studies reveal little effect on CNS or pressor 
stimulation.? Minimal daytime drowsiness or interference with sleep. 


1. Aviado, D. M. et al: J. Pharmacol. & Exper. Therap. 122: 406-417 (Mar.) 1958. 2. Laboratory Report: Research Div., 
Chas. C. Haskell & Co., 1959. 

TABLETS AND SYRUP for adults and children . . . 

COMPOSITION: Per tablet Per 5 mi. syrup 

Chiorpheniramine maieate_. 4 mg. 2 mg. ARNAR -STONE 
d-lsoephedrine HCI 25 mg. 12.5 mg. 

DOSE: Tablets: Adults: 1 tablet 3 or 4 times daily. Syrup: Children: H 

3-6 yrs. % tsp. t.id.; 6-12 yrs. 1 tsp. ti.d. Adults: 2 tsp. tid. Laboratories, Inc. 


AVAILABLE: Tablets: Bottles of 100. Syrup: Pint bottles. Mt. Prospect, Illinois 


Available only to physicians for their distribution— 


Complete Cholesterol Depressant 
Menus and Recipe Book 


Now available for use in your practice from 
The Wesson People . . . easy-to-use manual of 
40 pages, including all necessary diet instruc- 
tions . . . menus, recipes, shopping and cook- 
ing guidance . . . all worked out for you... 
so arranged and printed that you have only to 
check the desired daily calorie level before 
giving the book to your patient. 


You will find this book invaluable for treating 
patients with elevated serum cholesterol. 


Complete menus for 10 days enable you to 
prescribe diets which are appetizing, nutri- 
tiously adequate and which can exert choles- 
terol depressant activity. Special attention has 
been given to constructing the menu patterns 
so that they adhere as’ closely as permissible 
to the patient’s normal eating habits. 


NRC Standards fulfilled. Each menu has been 
calculated to provide the proper daily allow- 
ance of proteins, vitamins and other nutrients 
as recommended by the Food and Nutrition 
Board of the National Research Council. 


Weight control is achieved as each day’s menu 
is given at 3 calorie levels—1200, 1800 and 
2600 calories. You prescribe the level most 
desirable and modify as desired. 


Variety and appetite appeal for patient are 
built into the menu plan to an extent not pre- 
viously accomplished. Alternate choices for 
main dishes minimize monotony, encourage the 
patient to follow closely the menu plan you 
specify. 


Complete recipes—65 in all—are included to 
assure that the specified menus provide pre- 
scribed levels of calories, the pre-determined 


ratio of poly-unsaturated to saturated fat, plus 
essential nutrients. 


A new, authoritative patient-aid . . . for professional distribution only 


Poly-unsaturated Wesson is unsurpassed by any readily 


Dietary fat is controlled so that approximately 
36% of the total calories are derived from fat 
and at least 40% of these fat calories are from 
poly-unsaturated components (linoleates) as 
found in pure vegetable oil. The replacement 
of saturated dietary fat by this percentage of 
poly-unsaturated fat has been found in clinical 
studies most effective in the reduction of serum 
cholesterol and in its maintenance at desirable 
levels. More liberal menus are provided for 
maintenance after the patient’s progress in- 
dicates that desired therapeutic results have 
been accomplished. 


Family meal preparation is simplified. The 
menus are planned around favorite foods hav- 
ing wide appetite appeal for all members of the 
household. Patients can entertain in comfort— 
enjoy cakes, cookies, snacks, prepared with 
recipes which meet medical requirements. 


A high degree of satiety is achieved even at 
the lower calorie levels, because Wesson pro- 
vides an unexcelled source of concentrated, 
slow-burning food energy. 


Adaptable for use with diabetics. Carbohy- 
drates have been calculated to fall within the 
acceptable range for patients to whom a diet 
planned for diabetes is important. Calories, 
which must be supplied from fat when the 
carbohydrate intake is limited, are provided 
by desirable poly-unsaturated vegetable oil. 


WESSON’S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil—winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) ........... 50-55% 
Oleic acid glycerides (mono-unsaturated) ............ 16-20% 


Palmitic, stearic and myristic glycerides (saturated)... . 25-30% 
Phytosterol (Predominantly beta sitosterol) ......... 0.3-0.5% 
Never hydrogenated—completely salt free 


available brand, where a vegetable (salad) oil is medically recommended 


for a cholesterol depressant regimen. 
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USE THIS HANDY ORDER FORM 


The Wesson People, 210 Baronne St., New Orleans 12, La. 
Please send free copies of 


“Your Cholesterol Depressant Diet Cook Book” for use with patients. 


ADDRESS. 


CITY. 
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Meal-in-a-glass: blender combinations offer rich variety! 


The secret of a successful 
full-liquid diet is acceptance 


The blender can produce foods for your patient’s full-liquid diet 
that are nutritious, tempting and appealing to the eye. Milk 
blended with chicken or shrimp makes a tasty bisque. Strained 
meats can be beaten into tomato juice. To increase protein, add 
eggs to mixtures. 


Suggest carrots blended with milk or broth. Cottage cheese 
whipped into chocolate milk is nourishing. Fruits blended into 
juices, garnished with soft sherbet are good desserts. Remember, 
appetizing appearance increases acceptance; serve liquids in 
colorful glasses, pretty cups, unusual mugs. 


A glass of beer, 
a0Q57 with your approval, 


2 4, 


can be a most 
United States Brewers Foundation 
es If you'd like reprints of this and 11 other different diet menus for your patients, to your patient's diet. 


write United States Brewers Foundation, 535 Fifth Avenue, N.Y. 17, N.Y. 
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FULL HOURS OF 
SULFA THERAPY 
with only 1 DOSE 


The original Lipo-Sulfa formula* 
with sustained release action 


COLAZINE SPENSOID is a long acting combination 
of the four most useful sulfonamides. 
Provides rapid initial absorption. QUICK 
Effective blood levels. ABSORPTION 


High urinary solubility. 
Very low toxicity. 
SAFER, 


JONGER 
LESS TOXIC LONGER 


ACTING 


Each Teaspoonful (5 cc.) contains: 
Sulfadiazine 0.125 Gm., 
Sulfamerazine 0.125 Gm., 

Sulfamethazine 0.125 Gm., 
Sulfacetamide 0.125 Gm., 

in a tasty cola flavored suspension. CONVENIENT 

b.i.d. DOSAGE 

DOSAGE: Children—1 teaspoonful (5 cc.) 


for each 10 Ibs. of body weight 
(up to 80 Ibs.) followed by one-half 
initial dose every 12 hours. HIGHER 
Adults—2 or 3 tablespoonfuls BLOOD 
(30 to 45 cc.) followed by one-half LEVELS 
initial dose every 12 hours. 


COLAZINE SPENSOID is 


available in bottles of 16 oz. MAIL THIS HANDY REQUEST CARD FOR 
SAMPLES AND LITERATURE 


ON REQUEST Please send literature and professional samples as 
indicated. 


[] COLAZINE SPENSOID the b.i.d. sulfa 


DRUG [] NOVA-TUSSA For Coughs and Colds 


inc. 


WINSTON-SALEM 1, 
NORTH CAROLINA 
My Pharmacist's Name 


Address 


courtesy of The International Silver Company 


*Patent 2867565 
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FAST 
PLEASANT 
WAY TO 


and Other Cold Symptoms — 


WORKS BETTER! TASTES BEST! 


ANTITUSSIVE 
EXPECTORANT 
DECONGESTANT 
ANTIHISTAMINIC 


NOVA-TUSSA promptly checks coughs due 
to colds, bronchitis, allergies and other 
_ sympcoms of upper respiratory infection. 


i i Each fl. oz. (30 cc) contains: dihydrocodeinone bitar- 

Ideally suited for patients of all ages. trate 10 mg. (Warning. May be habit forming.), phen- 

iramine maleate 30 mg., pyrilamine maleate 30 mg., 

se en phenylephrine hydrochloride 30 mg., potassium 

guaiacolsulfonate 500 mg. Exempt Narcotic. Easy to 
take delicious cherry flavor. 


No 
#7 Postage Stamp 


Doses: Adults, 2 teaspoonfuls every 4-6 hours. 


Will be Paid } 


7 ~=—- Necessary Children over six 1 teaspoonful; 1-6 years 
by : A if Mailed in the E Ya to 1 teaspoonful according to age. Do not 
\ Add : United Stat repeat more than 4 times in 24 hrs. 


Supply: NOVA-TUSSA in bottles of 1 pint and 1 gallon. 


MAIL. CARD FOR PROFESSIONAL 
SAMPLES AND LITERATURE. 


BUSINESS REPLY CARD 


FIRST CLASS PERMIT No. 290, Sec. 34.9, P. L. & R. 
WINSTON-SALEM, N. C. 


Drug Specialties, Inc. 
P. O. BOX 830 
WINSTON-SALEM, N. C. 


WINSTON-SALEM 1, N.C. 


‘Dedicated To Serving The Southern Physician’’ 
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you 


Call Tprescrive 
effective antibiotic than 


ERYTHROCIN 


rythromycin, Abbott 


How much “spectrum” do you need in treating an 
infection? Clearly, you want an antibiotic that will 
show the greatest activity against the offending or- 
ganism, and the least activity against non-patho- 
genic gastro-intestinal flora. 


Weigh these criteria—and make this comparison— 
when treating your next coccal infection. Erythrocin 
is a medium-spectrum antibiotic, notably effective 


O1i297 


against gram-positive organisms. In this it comes 
close to being a “specific” for coccal infections — 
which means it is delivering a high degree of activity 
against the majority of common infection-producing 
bacteria. 


And against many of the troublesome “staph” strains 
—a group which shows increasing resistance to peni- 
cillin and certain other antibiotics—Erythrocin con- 
tinues to provide bactericidal activity. Yet, as potent 
as Erythrocin is, it rarely has a disturbing effect on 
normal gastro-intestinal flora. Comes in easy-to- 
swallow Filmtabs", 100 and 250 mg. 
Usual adult dose is 250 mg. every six 
hours. Children, in proportion to age 
and weight. Won’t you try Erythrocin? 
®Filmtab—Film-sealed tablets, Abbott. 
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extra 
antibiotic 
activity 


attains activity 
levels promptly 


DECLOMYCIN Demethylchlortetracycline attains — 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 


other tetracyclines. The average, effective, adult 


daily dose of other tetracyclines is 1 Gm. With 


DECLOMYCIN, it is only 600 mg. 


TETRACYCLINE TETRACYCLINE 


ACTIVITY ACTIVITY 
WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 


THERAPY THERAPY 


DOSAG 
150 mg. q.i.d. 


250 mg. 


sustains activity 
levels evenly 


DECLOMYCIN Demethyichlortetracycline sustains, 
through the entire therapeutic course, the high activ- 
ity levels needed to control the primary infection and 
to check secondary infection at the original—or at 
another-—site. This combined action is usually sus- 
tained without the pronounced hour-to-hour, dose-to- 
dose, peak-and-valley fluctuations which charac- 
terize other tetracyclines. 
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LOMYCIN 


retains activity 


levels 24-48 hrs. 


DECLOMYCIN Demethylchlortetracycline retains ac- 
tivity levels up to 48 hours after the last dose is 


given. At least a full, extra day of positive action may 
thus be confidently expected. The average, daily adult 
dosage for the average infection—1 capsule q.i.d.— 
is the same as with other tetracyclines... but total 
dosage is lower and duration of action is longer. 


DAYS OF TETRACYCLINE A DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE C DOSAGE 


DURATION OF PROTECTION 


DAYS OF DECLOMYGCIN DOSAGE 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fl. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 doses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or” 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 


LEDERLE LABORATORIES 


A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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NaClex 


benzthiazide 


A basic principle of diuresis is that ‘‘increased urine 
volume and loss of body weight are proportional to 
and the osmotic consequences of loss of ions.’”! 


Robins’ new NaClex is a potent, oral, non-mercurial 
diuretic that helps reduce edema through the appli- 
cation of this fundamental principle. It limits the 
reabsorption of sodium and chloride in the renal 
proximal tubules (with a relative sparing of potassium). 
The body’s homeostatic mechanism responds by in- 
creasing the excretion of excess extracellular water. 
Thus the NaClex-induced removal of salt leads to a 
reduction of edema. 


a unique chemical structure 


NaClex (benzthiazide) is a new molecule which pro- 
vides a “‘pronounced increase in diuretic potency’’? 
over its antecedent sulfonamide compound. Com- 
pared tablet for tablet with current oral diuretics, it 
is unsurpassed in diuretic potency. 


as salt 20es, SO 20€S 


a new diuretic 
with an 
unsurpassed 
faculty for 
salt excretion 


Ip 


eéadema 


twofold value 


NaClex produces diuresis, weight loss, and sympto- 
matic improvement in edema associated with various 
conditions. It also has antihypertensive properties 
and may be used alone in mild hypertension or with 
other antihypertensive drugs in severer cases. 


For complete dosage schedules, precautions, or other informa- 
tion about NaClex, please consult basic literature, package 
insert, or your local Robins representative, or write to the 
A. H. Robins Co., Inc. 

Supply: Yellow, scored 50 mg. tablets. 


References: |. Pitts, R. F., Am. J. Med., 24:745, 1958. 2. Ford, 
R. V., Cur. Therap. Res., 2:51, 1960. 


A. H. ROBINS COMPANY, INC. 
RICHMOND 20, VIRGINIA 
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Put your 
low-back patient 
payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity— 
The muscle relaxant with an independent pain-relieving action and fast! 


HOW SOMA HELPS: Soma provides direct pain relief 


® while it relaxes muscle spasm. 
YOUR RESULTs: With pain relieved, stiffness gone, 
your patient is soon restored to full activity —often 
in days instead of weeks. 


f foortengrenel, Wan) Soma is notably safe. Side effects are rare. Drow- 
Wallace Laboratories, Cranbury, New Jersey siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. UsuaAL DosaGE: 
1 TABLET Q.I.D. 
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IN COLDS AND SINUSITIS— 


THE RIGHT AMOUNT OF “INNER SPACE” 
RIGHT AWAY Neo-Synephrine hydrochloride relieves the bogey 


feeling of colds immediately and safely, without 
causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 
ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 


insomnia or tachycardia. 

(| LABORATORIES Neo-Synephrine solutions and sprays produce shrink- 
New York 18, N. Y. age of tissue without interfering with ciliary activity 

or the protective mucous blanket. 
® For wide latitude of effective and safe treatment, 
Neo-Synephrine hydrochloride is available in nasal 
(Brand of phenylephrine hydrochloride) sprays for adults and children; in solutions from 
kydrochioride 144% to 1%; and in aromatic solution and water 


NASAL SOLUTIONS AND SPRAYS soluble jelly. 
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when the need 
for iron is acute... 


inject 


ASTRAFER’* I.V. 


(Brand of dextriferron) 


intravenously 


Write for literature and professional sample 


ASTRA PHARMACEUTICAL PRODUCTS, INC. 
Worcester, Mass., U.S.A. 
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JARRHEA 
DIARRHEA DIARRHEA DIARRHEA DIARRHEA 
DIARRHEA DIARRHEA DIARRHEA 

ppur* 
DIARRHEA DIARRHEA DIARRHEA D14 


DIARRHEA 


CREMOSUXIDINE Consolidates fluid stools, reduces enteric bacteria, 
detoxifies putrefactive material, and soothes the irritated intestinal mucosa. 
Chocolate-mint flavored...readily accepted by patients of all ages: 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa 


EB MERCK SHARP & DOME, DIVISION OF MERCK & CO., INC, PHILADELPHIA , PA. 


CREMOSUKIOINE AND SULFASUXIDINE ARE TRADEMARKS OF MERCK & CO., IN 
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IN SINUSITIS, COLDS AND UPPER RESPIRATORY DISORDERS 


LET YOUR PATIENTS BREATHE EASIER! 


In sinusitis, colds and other upper respiratory and 
allergic disorders, new DIMETAPP Extentabs offer 
more useful decongestant therapy. 


UNSURPASSED RELIEF OF NASAL CONGESTION: 
In DIMETAPP Extentabs, the unexcelled antihista- 


mine, Dimetane, and two outstanding decongest- 
ants—phenylephrine and phenylpropanolamine — 
promptly dry secretions and reduce edema and 
congestion in the nose, the sinuses, and the upper 
respiratory tract. 

CLEAR BREATHING FOR 12 HOURS ON 1 TABLET: 
Long-acting DIMETAPP Extentabs offer up to 
12-hour relief on just one tablet. Easier-to-use 
DIMETAPP reaches into areas which nose drops or 


sprays can't touch—without rebound congestion. 
EXCEPTIONAL FREEDOM FROM SIDE EFFECTS: 
DIMETAPP Extentabs are exceptionally free of side 
reactions. Dimetane offers a high percentage of 
relief with only drowsiness as a possible, infrequent 
side effect. Small, fully efficient dosages of decon- 
gestants minimize overstimulation. 


DIMETAPP Extentabs contain Dimetane® (parabromdylamine [bromphen- 
iramine] maleate) 12 mg.,phenylephrine HCI 15 mg.,and phenylpropanol- 
amine HC! 15 mg. 

DOSAGE: Adults—1 Extentab q.8-12 hours. Children over 6—1 Extentab 
q.12 hours. Administer with caution to patients with cardiac or peripheral 
vascular diseases and hypertension, and to those sensitive to antihistamines. 
See package insert for further details and bibliography. 


A. H. Robins Co., Inc., Richmond 20, Virginia ’ 
ETHICAL PHARMACEUTICALS OF MERIT SINCE 1878 
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ALLAY ANXIETY... PROMOTE WASODP ATION 


ike tis CARTRAX REDUCES “LENGIH, SEVERITY 
TNA D 


AND 


Clark treated 31 anginal patients who showed signs of anxiety, fear, excitement and other forms of emotional 
stress. On CARTRAX, all 31 fared better than they had on previous therapy...as judged both by subjective 
reports and by reduced nitroglycerin requirements.* 


CARTRAX combines PETN (for prolonged vasodilation) with ATARAX (the tranquilizer preferred for angina patients 
because of its safety and mild antiarrhythmic properties). Thus, CARTRAX helps you to cope with both com- 
ponents of angina pectoris—circulatory and emotional. 


For a better way to help your angina patients relax, prescribe CARTRAX. *Clark, T. E., in press. 


t ®tt Dosage: Begin with 1 to 2 yellow CARTRAX “10” 
PETN + ATARAX tables (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 
times daily. For dosage flexibility, CARTRAX “20” 
(pink) tablets (20 mg. PETN plus 10 mg. ATARAX) may be utilized at a level of one tablet 

three to four times a day. The tablets should be administered before meals for optimal New York 17, N. Y 

fesponse. For convenience, write “CARTRAX 10” or “CARTRAX 20.” As with all nitrates, Division, Chas. Pfizer & Co., Inc. 
use with caution in glaucoma. Supplied: In bottles of 100. Prescription only. Science for the World’s Well-Being™ 
T pentaerythritol tetranitrate Tfbrand of hydroxyzine 
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the diagnosis and treatment of 


DEPRESSIONS im private practice 


Prepared and narrated by S. Bernard Wortis, M.D., Dean of the School of Medicine 
and Post-Graduate Medical School, Chairman and Professor of the Department of 
Neurology and Psychiatry, New York University Medical Center 


This timely teaching film is now available for 
showing to interested professional groups. 

The film describes and illustrates the signs of 
depressions commonly seen in general medical 
practice, and outlines suggested plans of treatment 
by the family physician. Suggestions are given on 
methods of handling suicide risk, referral, treat- 
ment in consultation, and hospitalization. 


The film is black and white, sound-on-film, runs 
about 20 minutes and contains no commercial 
material. 

To arrange for a group showing, please write 
the date you wish to show the film (list alternate 
dates, if possible) and the number of physicians 
expected to attend. 

Mail your request to: 


Professional Services Dept. 


WALLACE LABORATORIES 
Cranbury, N. J. 


WALLACE LABORATORIES /Cranbury, N. J. / producers of Deprol® 
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TO TREAT 


RESPIRATORY 
INFECTIONS 


JUDICIOUSLY 
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When it's penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal penicillin 


MAXIPEN 


potassium phenethicillin 


Consistent dependable therapeutic response through 
maximal absorption, maximal serum concentration and 
longer duration of inhibitory antibiotic levels for less 
susceptible organisms. 


Available as Maxipen Tablets, 125 mg. and 250 mg.; 
Maxipen for Oral Solution, 125 mg. per 5 cc. of recon- 
stituted liquid. 


Literature on request 


When you hesitate to use penicillin 
(eg. possible bacterial resistance or allergic patient) 


You can count on 


Extends the Gram-positive spectrum of usefulness to 
include many staphylococci resistant to one or more of 
the commonly used antibiotics—narrows the spectrum 


of side effects by avoiding many allergic reactions and 
changes in intestinal bacterial balance. 


Available as Tao Capsules, 250 and 125 mg.; Tao Oral 
Suspension, 125 mg. per 5 cc.; Tao Pediatric Drops, 
100 mg. per cc. of reconstituted liquid; Intramuscular 
or Intravenous as oleandomycin phosphate. Other Tao 
formulations also available: Tao®-AC (Tao, analgesic, 
antihistaminic compound) Tablets; Taomid® (Tao with 
Triple Sulfas) Tablets, Oral Suspension. 


Literature on request 


and for nutritional support VITERRA® vitamins and minerals 
Formulated from Pfizer's line of fine pharmaceutical products 


New York 17, N. Y., Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being™ 
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an antibiotic improvement 
designed to provide i 
greater therapeutic effectiveness \ 


now 


(propiony! erythromycin ester lauryl sulfate, Lilly) 


in a more acid-stable form 
assure adequate absorption even when taken with food 


Ilosone retains 97.3 percent of its antibacterial activity after exposure to gastric 
juice (pH 1.1) for forty minutes.! This means there is more antibiotic available 
for absorption—greater therapeutic activity. Clinically, too, Ilosone has been 
shown? to be decisively effective in a wide variety of bacterial infections-—with 
a reassuring record of safety.‘ 


Usual dosage for adults and for children over fifty pounds is 250 mg. every six hours. 
Supplied in 125 and 250-mg. Pulvules and in suspension and drops. 


{ 1. Stephens, V. C., ef a/.: J. Am. Pharm. A. (Scient. Ed.), 48:620, 1959. Lily 
2. Salitsky, S., et a/.: Antibiotics Annual, p. 893, 1959-1960. 
3. Reichelderfer, T. E., et a/.: Antibiotics Annual, p. 899, 1959-1960. 


4. Kuder, H. V.: Clin. Pharmacol. & Therap., in press. 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


032644 
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The Virginia January, 1961 


MEDICAL Whole No. 1304 
MONTHY 


Guest Editorial.... 


Stress as an Adaptostat 


O, then beware! 

Those wounds heal ill that men do give themselves 
Omission to do what is necessary 

Seals a commission to a blank of danger. 


Troilus and Cressida 


N BIOLOGIC systems stress is pressure, an internalized force produc- 

ing a range of tension in the organism. Because excessive body tensions 
may be associated with structural strain and rupture, often fateful, stress 
in medicine is commonly equated with illness and trouble. We tend to 
forget that most physiological tensions are necessary and normal, have 
no inherent qualifying distinctions, and are good or bad only in amount 
and in relation to the conditions that provoke them. In man, emotional 
tension may be thought of as a mobilization of energy, a preparation 
for action. Stress is for excitement and fun as well as for blood, sweat, 
and tears, and serves our pleasurable needs in anticipation, competition, 
accomplishment, diversion, and repose. Perhaps stress is unpleasant and 
distressful only when we are frightened or frustrated: our expectations 
deferred or denied, our activities obstructed and unsuccessful, our basic 
human needs unacquired or unmaintained. 


For good or bad, general bodily stress is a servomechanism, an adapto- 
stat that normally tends to regulate the disbursement and direction of 
our resources in meeting the challenges of life. When energy expendi- 
tures are too great or too small; when our performances are too socially 
inappropriate or too foreign to what we need and plan and hope, the 
inward pressure rises, tension and discomfort appear as signals, there is a 
flag down on the play. Omission to heed the message leads to trouble, 
often to an illness that may enforce our compliance in life adjustments 
that are less provocative of stress and strain. From this viewpoint, stress- 
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disease sequences may be looked upon as beneficent rather than malign, 
in that they represent signs and pressures for corrective change. In the 
illness setting, new perspectives, new learning, and new attitudes often arise 
to promote an overall adaptation far more in keeping with an individual’s 
endowments and potentialities for performance and satisfaction in life. 
Sweet indeed may be the uses of adversity. 


The capabilities and opportunities of many people ordinarily allow 
them a wide range of adaptability. When exposed to ordinary or unccm- 
mon adversities that create stress and strain, they find ways and means 
to adjust. Many other persons, at the time at least, lack this native re- 
sourcefulness and show indecision, inelasticity or injudicious haste in their 
efforts to cope with trouble. Some of their frustrations are no doubt 
outrageous slings and arrows; traps due to circumstances beyond personal 
control. More often the individual seems to have gotten into difficulty 
as a result of immature attitudes, decisions and actions in the conduct of 
life. It is proverbially hard for people to grow up. Few of us indeed 
escape some ‘vicious mole of nature’ or ‘pale cast of thought’ that tends 
to twist perspective and to circumvent clear judgment. We commonly 
rough-hew our lives by the stubborn repetition of proven mistakes, by 
putting second or third things first, by doing things the hard way. Fa- 
miliar with these observations, physicians should be led, not to invidious 
or moralistic appraisals of human character, but to a practical assessment 
of the price-in-pathology that may have to be paid for inertia and in- 
temperance, for vanity and vice, for spiritual apathy in knowing and 
holding fast to what is best in the long run for ourselves and others. 


The medical profession is concerned with this price because it is re- 
flected in the excessive numbers of patients with psychosomatic com- 
plaints. Given sustained emotional strain, it is often just a matter of time 
when illness will appear. Were it will appear, in functional and organic 
patterns of disease, seems to depend in large part on the constitution of 
the individual, on genetic and developmental susceptibilities. As in most 
other instances, illness arises from an interaction between the host and 
agencies in its external or internal environments. An analogy may be 
read in tuberculosis, where clinical disease seems determined, not solely 
by the tubercle bacillus, but by complex variations in heritable and 
acquired resistances. In psychosomatic illness, unresolved stress may be 
a precipitating factor, but predisposing constituents exist in the indi- 
vidual and in the family, often in the community and culture. 


This portrait of disease as a process developing from multiple etiologies 
should have important implications for treatment. A successful attack 
on one factor alone, one link, might be sufficient to interrupt a chain of 
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events leading to tissue destruction and organ impairment. Unfortu- 
nately, many of the contributory ingredients of psychosomatic illnesses 
are complex genetic aberrations at the present time not well enough 
identified or understood to be subject to correction. In terms of pre- 
ventive medicine it is seldom emphasized that personality and situational 
precipitants are often the only factors amenable to significant modi- 
fication. The general population supplies a vast reservoir of families 
that through inheritance and development are sitting ducks for stress- 
producing life trends and events. Some individuals are so genetically 
loaded with predisposing factors that perhaps even ordinary pressures, 
as in childhood, may trigger symptoms. It seems likely that in a great 
many people, disease will not be prevented if stress warnings are ignored, 
and the lesson will have to be learned the hard way if at all. 

In summary, emotional stress, for better or worse, is a protective phys- 
iologic mechanism. Its participation in the morbid process of many 
diseases calls for understanding and interpretation by doctor and patient 


alike. In most practice settings, physicians faced with the opportunities 


and responsibilities for continuing family care, find it practical, inter- 
esting and therapeutically rewarding to study all of the components of 


illness. As initial doctor-symptom relationships evolve into mutually- 


possessive doctor-patient commitments, a natural climate is provided for 
the art as well as the science of medicine. In practice, the Art is the 
application of the Science, and it is an ess’ tial requirement to under- 
stand the patient as well as the pathology. It is science to know what to 
do, art to know how to do it, so that the overall medical needs of the 
patient will be met. 


ANpREW D. Hart, M.D. 


Department of Internal Medicine 
University of Virginia Hospital 
Charlottesville, Virginia 
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Control with Griseofulvin 


Tinea Capitis has been a problem 


in school children for years. Re- 
markably good results are re- 


ported here after a brief course of 


griseofulvin. 


| emeone CAPITIS has been present in 
epidemic form in the Negro schools of 
ihe City of Richmond since 1945. The ma- 
jority of these cases (over 90°.) have been 
due to Microsporum audouini.' Numerous 
attempts to control this infection in various 
clinics have been made, but no method up 
to the present time has been either feasible 
or effective in handling large numbers of 
cases. While griseofulvin has proved useful 
in a variety of superficial fungus infections, 
there is little doubt that it is most effective 
in tinea capitis, particularly when Micro- 
sporum audouini or M. canis is the offending 
pathogen. A number of studies have con- 
firmed that griseofulvin, when given in a 
daily dosage of one gm., for periods of from 
four to ten weeks, is capable of clearing tinea 
capitis.* In view of the difficulty in assur- 


From the Department of Dermatology, Medical 
College of Virginia, Richmond, Virginia. The coop- 
eration of Dr. Charles L. Outland, Medical Director, 
Richmond Public Schools, and of Dr. Frederick A. 
Clark, Jr., Director, City of Richmond Department 
of Public Health, is gratefully acknowledged. 

* The griseofulvin (Fulvicin") used in the pilot 
study was furnished by Schering Corporation, Bloom- 
field, New Jersey. 
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Tinea Capitis in a Public School System 


THOMAS W. MURRELL, Jr., M.D. 
R. CAMPBELL MANSON, M.D. 
E. RANDOLPH TRICE, M.D. 

Richmond, Virginia 


ing adherence to a daily dosage schedule on 
the part of patients affected with tinea capi- 
tis, several dosage schemes have been studied 
with varying degrees of success.”” 


Pilot Studies 

To determine a minimal effective single 
day dose pilot studies were carried out on 
forty clinic patients with tinea capitis. These 
children were observed at weekly intervals 
for three to four months and cultures were 
taken as a test of cure every two to three 
weeks. It was determined from these ob- 
servations that three gms. of griseofulvin* 
given in a twenty-four hour period was 
effective in the eradication of this disease, 
and that this dosage could be used regardless 
of age or weight in children five years and 
over. 

As a result of these studies it was decided 
to undertake eradication of tinea capitis in 
twenty-one Negro schools in the Richmond 
Public School System. 


Materials and Methods 

School nurses were trained in the use of 
the Wood’s Light and all children with sus- 
picious scalp lesions were examined in the 
individual schools. A total of 485 Negro 
children in twenty-one schools were found 
to have Wood’s Light positive lesions. Flu- 
orescent hairs were removed from 457 of 
these children for culture; twenty elected 
treatment by their family physicians; five 
refused treatment, and three removed from 
the Richmond area. Of the 457 patients 
cultured, 430 had cultures positive for M. 
audouini. This group was comprised of 373 
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males and fifty-seven females, ranging in 
age from five to fourteen years. Thus, the 
male-to-female ratio was almost seven to 
one, and the incidence was highest in the 
seven to eight year-old group. However, 
some infections in girls may have been over- 
looked due to difficulty in examining the 
scalp under Wood’s Light and the use of 
greasy preparations in the hair. 

The 430 children with positive cultures 
were divided into five groups, and examined 
on different days by members of the study 
group. At the time of examination each 
child was observed under the Wood’s Light 
to re-confirm the diagnosis. Immediately 
following this examination, each child was 
given two 500 mgm. tablets of griseofulvin 
and the tablets were taken under supervision 
of a nurse. Each child was then given an 
envelope containing an additional four 500 
mgm. tablets with written instructions to 
take two tablets at 10 P.M. that night and 
the other two at 7 A.M. the following morn- 
ing. The total dosage for each child was 
three grams. To encourage observance of 
these instructions, the child was required to 
have his parents enter on the instruction 
sheet the exact time that the medication was 
taken, and to return the sheet to school (see 
fig. I). Parents also received written in- 
structions to have the child wear a cap in 
school until a cure was obtained; to wash 
the child’s hair twice weekly with soap, and 
cut the hair short two weeks after the day 
of treatment and again after one month. 
Originally it had been planned to re-examine 
the children in four weeks, but unusually 
poor weather conditions caused postpone- 
ment and the children treated were re-ex- 
amined in eight to ten weeks following 
therapy. 

Results 

Figure II shows a total of 404 of the 430 
children treated were free of infection upon 
re-examination. Twenty-four still showed 
fluorescence and were-retreated in other 
clinics. Three of the retreated cases were 
examined later and were free of infection. 
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Follow-up of the remaining twenty-one 
cases is not included in this report. No side 
effects were noted in any of the 430 chil- 
dren receiving three gm. of griseofulvin in 
a twenty-four hour period. 

Discussion 

The results of this study show the feasi- 
bility of using the single day griseofulvin 
regimen (three doses of one gm. each, given 
at approximately eight-hour intervals) in 
the management of tinea capitis due to M. 
audouini, occurring in epidemics in schools 
or institutions. Although this regimen did 
not clear the infection in all cases, the fact 
that 404 (94°) of 430 children were 
cleared would appear to indicate its value 
in certain large patient populations. This is 
particularly true when the need for a daily 
dosage schedule over several weeks’ time pre- 
sents a difficult problem. Short courses of 
therapy also reduce the possibility of such 
griseofulvin-induced side effects as the tem- 
porary white count depressions in children 
noted by other investigators. 

The effect of griseofulvin in this disease is 
to block the growth of fungi at the base of 
the hair. After treatment, the area of infec- 
tion as shown by fluorescence in the hair 
shaft tends to grow out as the hair grows at 
its normal rate. When suff_ient growth has 
taken place cutting the hair at the scalp sur- 
face removes the infected hair. This phe- 
nomenon had never been noted prior to gri- 
seofulvin therapy. 

The fact that the proportion of successful 
results obtained in this study was higher than 
that reported by other investigators using 
short-term griseofulvin therapy in tinea 
capitis, appears to be related to the accidental 
delay in the re-examinations. While we in- 
tended, as has been done by other investiga- 
tors, to evaluate the patients within four 
weeks, this was only carried out after six to 
ten weeks in view of poor weather condi- 
tions. It appears, then, that it is advisable to 
allow approximately eight weeks to elapse 
following a short course of griseofulvin ther- 
apy prior to evaluating the patients. 
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It should also be borne in mind that at 
least some of the twenty-four patients who 
did not respond may have failed to take the 
second and third doses as directed. This pos- 
sibility appears more likely since the three 
patients re-examined following re-treatment 


with a single-day course of therapy have 
cleared. 


Summary and Conclusions 

1. Of the 485 children cultured because of 
lesions suggesting tinea capitis, 430 were 
positive for M. audouini. 
The 430 patients whose cultures were 
positive for M. audouini were given 
three doses of one gm. griseofulvin each 
in a twenty-four hour period for a total 
dosage of three gm. and were re-exam- 
ined six to ten weeks thereafter. 

3. Upon re-examination, 404 (94%) of the 
430 patients treated were found to be 
free of tinea capitis. Twenty-four 
(5.5°7) were unimproved and cultures 
were positive for M. audonini. Two pa- 
tients (.5%%) failed to return for re- 
examination, 

4. No side effects were seen with the single 
day regimen of griseofulvin in this series 
of patients. 

5. A regimen of three doses of one gm. of 
griseofulvin each, administered within a 

twenty-four hour period, appears to be 

an ideal approach to the problem of 
tinea capitis in school populations or oth- 
er large patient populations. 


ho 


Fic. II. 


RESULTS OF THREE-DosE GRISEOFULVIN THERAPY IN TINEA CAPITIS 


No. of Cases No. of Cases positive No. of Cases 
w/ Suspect Lesions for Mz: audouini Treated 
485 430 430 
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Fic. I. INSTRUCTION SHEET 
Name 
School 


There are 4 tablets in this envelope. Take 2 tablets at 
10 P.M. tonight. 


(Exact time tablets taken) 


Take 2 tablets at 7 A.M. tomorrow. 


(Exact time tablets taken) 


INSTRUCTIONS FOR CARE OF HAIR 


1. Be sure to give your child the pills at the time written 
on envelope. 


Your child must wear a cap in school until told that 
he or she is cured. 


3. Shampoo hair twice a week with plain soap. 
4. Two weeks after today cut hair as short as possible and 
be sure to put the cut hair in the trash. 


5. Cut hair again after one month and be sure to put the 
cut hair in the trash. 


Cleared Upon 
Re-examination No. of Cases 
(after 6-10 wks.) Retreated 


404 24 


Miscellaneous 
Observations 


20—Elected treat. 
by family M.D. 
5—Refused treat. 
3—Moved. 
2—Failed to 
return for re- 
examination. 


AGE AND SEX DISTRIBUTION OF PATIENTS 


Syrs. 6yrs. 7yrs. 8yrs. 9 yrs. 


17 East Grace Street (Dr. Murrell) 
810 West Franklin Street (Dr. Manson) 
215 Medical Arts Building (Dr. Trice) 
Richmond, Virginia 


6 


30 


10 yrs. Ilyrs. I2yrs. 13 yrs. 14 yrs. 373 M 57 F 
67 58 80 79 52 53 


10 0 1 
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Bleeding Peptic Ulcer 


A Form of Spontaneous Hemorrhage 


The concept of the Bleeding State 
is advanced and bleeding peptic 
ulcer is presented as an example. 
Hemorrhage occurs, not because 
of the ulcer, but because of the 


development of the bleeding state. 


HE PURPOSES of this article are: (1) 

to challenge the prevailing belief that 
peptic ulcer and bleeding peptic ulcer are 
varieties of the same disease; and (2) to ad- 
vance the theory that the bleeding is inde- 
pendent of the ulcer and is a form of Spon- 
taneous Hemorrhage. Bleeding from a pep- 
tic ulcer is not just an unfortunate compli- 
cation. The bleeding ulcer is destined to 
bleed right from its inception. Bleeding is a 
separate disease which may or may not be 
associated with the ulcer and may even 
create the ulcer to serve as a bleeding lesion. 
This argument is based on certain differences 
in the pathology of bleeding and non-bleed- 
ing peptic ulcers and on the results of hor- 
mona! therapy. 

Dissatisfaction with our knowledge and 
therapy of bleeding peptic ulcer and of 
bleeding generally is apparent from the 
many references to these problems. One edi- 
tor recently asked:' “What is there about a 
bleeding ulcer patient that makes him sus- 
ceptible to renewed bleeding after operation, 
even though the recurrent ulcer is at a to- 
tally different site from the original one? 
Certainly no bleeding tendency in this type 
of patient has ever been described.” Another 
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said:* “Current physiological knowledge 
does not suffice to explain the difference be- 
tween bleeders and non-bleeders.” An ex- 
pression of bewilderment is the conclusion 
of Lewison to a collective review of bleeding 
peptic ulcer:° 

In the halcyon years ahead, those men of medicine 

who may perchance read these pages should do so 

in the full realization of how dense and baffling 
was our present veil of the unknown. Our present 
concept of the treatment of bleeding peptic ulcer 
constitutes merely a single facet, albeit a most 
important one, in the medical, surgical and eco- 
nomic aspects of a broader problem, the ulcer 
diathesis. Perhaps the compassion and wisdom of 
future experience will forgive our present clum- 
siness and in the full light of tomorrow we shall 
be able to look forward to new and more suitable 
drugs W hich will enable us to conquer the stark 
sequelae of vagotonia and ulcer. However, until 
such time as a sovereign remedy to brave the bas- 
tion of bleeding ulcer appears, our therapeutic 
armamentarium must rest upon present devices. 

Final judgment is forced upon us by clinical ex- 

perience alone. And to quote Shakespeare, ‘How 

this audit stands, no one knows save Heaven.’ 

The new approach I have proposed impli- 
cates the endocrine system. This concept, 
Spontaneous Hemorrhage as a clinical en- 
tity, will be described briefly here since it 
has been elaborated elsewhere.** It is an at- 
tempt to change current opinions and prac- 
tices which are unfounded and confusing. 
Hemorrhage now is considered to be secon- 
dary to a lesion, such as peptic ulcer. Ac- 
cording to my theory of Spontaneous Hem- 
orrhage and the bleeding state, these positions 
are reversed and the lesion is only the source 


of bleeding. 


Incidence of Bleeding 
The incidence of bleeding during the 
course of peptic ulcer is not known. Reports 
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vary from 2 to 50 per cent and some are 
only estimates. But Garrido-Klinge and 
Pena* state that bleeding occurred in 66 per 
cent of their cases and attribute this exces- 
sive incidence to special circulatory factors 
that exist in the high altitudes of the Andes. 
Nosebleeding is also prevalent in these high 
altitudes and perhaps other forms of bleeding 
as well. Hemorrhage then can well be a spe- 
cific hazard of living, working and stress in 
this area. The point to be noted is that the 


tendency to bleed is the principal feature 
and the source of the hemorrhage is secon- 
dary to it. In presenting Spontaneous Hem- 
orrhage as a clinical entity in itself, I have 
repeatedly stated that it has infinite mani- 
festations depending upon where it strikes 
and the cause of bleeding ana the source 
must be carefully differentiated. Hence the 
specific circulatory factors in operation in 
the Andes are more likely to be responsible 
for the high incidence of hemorrhage than 
the ulcers. 

Assessing the incidence of bleeding in pep- 
tic ulcer is prevented by the large number 
of patients in whom an ulcer or lesion can- 


Fig. 1—Endothelial hypertrophy in a vessel at the base of an ulcer just distal to the pylorus. 
The elastica is clearly marked between the media and the endothelial occlusion. 


not be found even at operation or autopsy. 
Sometimes, because of the conviction that 
a source of hemorrhage must exist, special 
injection methods are required to demon- 
strate an open vessel hidden under a fold of 
mucosa. This lesion may be considered to 
be an ulcer since the mucosa over it has been 
interrupted but it is not ulceration as that 
term is generally understood. Another im- 
pediment is the tendency of authors to select 
— well documented and proven cases of 


cy 
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peptic ulcer for their reports, thus prevent- 
ing the inclusion of cases in which these 
lesions are present but cannot be demon- 
strated. There are also those lesions secondary 
to conditions such as extensive burns, dis- 
eases and tumors of the central nervous sys- 
tem, cirrhosis of the liver, amyloidosis, ne- 
phritis and many others with which bleeding 
often occurs. Integrating all of these factors 
to determine the incidence of bleeding in 


peptic ulceration is almost hopeless. 


Pathology 
The popular idea that bleeding is the re- 
sult of the penetration of a vessel is upheld 
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by experimental evidence that the gastric 
juices will invade the wall of an artery and 
expose its lumen while a vein will remain 
undamaged.’ The validity of this evidence 
when applied to man is denied by the facts, 
for if it were sound then every ulcer should 
bleed. Although some areas are more vas- 
cular than others, it would be difficult indeed 
to find a spot anywhere in the stomach or 
duodenum which does not contain a vessel 
large enough to bleed should an ulcer start 


Fig. 2—Vessel undergoing organization in the base of a non-bleeding gastric ulcer. 


bus but by an endothelial hypertrophy which 
must have required considerable time for its 
preparation. What is there then about these 
ulcers that stimulates the production of en- 
dothelial hypertrophy in one kind and that 
inhibits, even entirely prevents it, in an- 
other? 

Various explanations come to mind, but 
when collated with clinical experience they 
are not convincing. The acuteness of the 
ulcer is not a factor. So many bleeding and 
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triangular area is still open but the elastica and the lumen are far apart with little room for 
bleeding even if the vessel were exposed at this stage. 


over it. Yet only a small proportion of ul- 
cers bleed. The reason can be found in a 
protective mechanism that, although known, 
is not acknowledged. 

The photomicrographs of vessels in the 
bases of ulcers depict nothing that is new. 
Their interpretation, however, is based on 
hemorrhage, and from that standpoint, they 
have been viewed somewhat differently. In 
them one finds exactly what one expects to 
find: the vessels of non-bleeding ulcers are 
occluded while those of bleeding ulcers are 
wide open. The occlusion is not by a throm- 
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perforated ulcers are asymptomatic that it 
is almost impossible to judge their degree of 
acuteness even by examination of the lesion 
itself. Yet one bleeds while the perforating 
ulcer, although it bores right through highly 
vascular tissues, rarely if ever bleeds and in 
my experience never bleeds. If the chronicity 
of the ulcer is considered a factor, then 
clinical experience again denies its role. A 
chronic ulcer in the duodenum over the pan- 
creatico-duodenal artery usually may be of 
such long duration that the inflammatory 
induration around it creates the “pipe stem” 
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quality by which this artery is described. 
But no endothelial hypertrophy obstructs 
the lumen, and when this vessel is exposed 
there is nothing to prevent hemorrhage. 

A comparable situation is found in the 
hemorrhages associated with pulmonary tu- 
berculosis. Some patients bleed, more do not. 
The accepted explanation for the hemor- 
rhage is that a cavity has eroded into a vessel. 
But the changes in these vessels parallel al- 


most exactly those in peptic ulceration and 
therefore the mechanism of their production 
must be similar. In the non-bleeders, vessels 
are occluded by endothelial hypertrophy. In 
the bleeders the vessels are wide open and 
even aneurysmal dilatations are present re- 
gardless of whether the lesion is minimal or 
extensive.” Pulmonary tuberculosis and its 
complications are becoming much less fre- 
quent and only one case of hemorrhage has 
been encountered. The bleeding was prompt- 
ly halted with intravenous estrogen. Thus 
bleeding does not depend upon whether pen- 
etration of a vessel succeeds before its occlu- 
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Fig. 3—Vessel from the base of an anastomotic ulcer. 


is hypertrophied. 
by the time the ulcer reached it. Note the absence of a thrombus. 


sion is completed; the outcome is certain 


from the start. 

The production of endothelial hypertro- 
phy then is one key with which to unlock 
the mystery of bleeding, why it intervenes 
or what prevents it from growing. It is for 
this reason I have made the assertion that a 
bleeding ulcer is intended to bleed from its 
inception. Undoubtedly acid-peptic diges- 
tion of the vessel wall takes a small part in 


The elastica as well as the endothelium 


A small portion of the lumen is still open but would probably be occluded 


the production of hemorrhage but even that 
role is diminished by the facts derived from 
the pathology of these lesions. 

Another conclusion is that the term bleed- 
ing peptic ulcer itself is a misnomer and is 
misleading. Lewison quotes Rivers and Wil- 
bur as stating that hemorrhage may occur 
from small, actively and passively congested 
vessels surrounding an area of ulceration or 
from the vascular granulation tissue present 
in the base of a healing ulcer. Profuse bleed- 
ing may occur from an area of healing gran- 
ulation tissue. Many bleeding ulcers are not 
due to actual penetration into large blood 
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vessels. However, most often the lateral wall 
of a blood vessel which may have undergone 
some degree of weakening or aneurysmal di- 
latation is the source of the hemorrhage. 
Thrombosis within the vessel with oblitera- 
tion and later organization may be the fate 
and good fortune in certain cases. In cases 
associated with extensive arteriosclerosis, the 
eroded vessel may be as stiff as a quill and 
embedded in a dense mass of scar tissue. 
Retraction or constriction of its lumen is 


from apparently trivial lesions. These facts 
suggest that these lesions are for the purpose 
of bleeding and the hemorrhage is not a local 
affair but the result of systemic forces. The 
massiveness of the bleeding, which I have 
called attention to in other publications, can- 
not be merely the passive release of blood 
from an open vessel by the ordinary pressure 
in its lumen. Instead the bleeding is often 
of such force and volume that another pow- 
er must be involved. Blood can be expelled 


Fig. +—Vessel from the base of an asymptomatic perforated ulcer. The elastica is fragmented 
and the endothelium is hypertrophied. Red cells are trapped in what appear to be foam cells 


completely occluding the lumen. 


impossible and a fatal outcome may result. 
The extent and severity of the bleeding may 
not be necessarily related to the size of the 
ulcer of the magnitude of the vessel from 
which the bleeding occurs. 

Three facts stand out from this descrip- 
tion. (1) Bleeding may occur from lesions 
which range all the way from what appears 
to be no lesion at all, to ulcers that are heal- 
ing and from granulation tissue as well as 
frank ulcers; (2) the penetration of an 
artery is preceded by an aneurysmal dilata- 
tion, and (3) massive hemorrhage can occur 
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under an excessive pressure that often ends 
in shock, exsanguination and death with 
startling rapidity. 


Aspects of Present Therapy of 
Bleeding Peptic Uleer 


Since one of the purposes of this article is 
to establish bleeding peptic ulcer as a sys- 
temic disease of hormonal origin, there is no 
reason to include a discussion of the virtues 
or vices of the “present devices of the thera- 
peutic armamentarium”’ now at our disposal. 
Lewison says: 
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The treatment of acute hemorrhage due to peptic 
ulcer remains the subject of diverse and ofttimes 
stormy controversy. .. . In clarifying the clinical 
problem of the surgical care of ulcer hemorrhage, 
one must choose carefully for the medical litera- 
ture abounds in a profusion of contradictory ad- 
vice. To profit from even the sagest advice requires 
more wisdom than to give it as the medical litera- 
ture also has its share of well meaning champions, 
ardent zealots and misguided enthusiasts. 


The data on the treatment of bleeding 
peptic ulcer is replete with inconsistencies 


which authors as a rule admit freely and for 
which there are little or no explanations. 
These stem from considering the hemor- 
rhages as secondary to the ulcer and treating 
them as if they were traumatic or surgical 
bleeding. Data from an excellent article by 
Donaldson and his associates" will be pre- 
sented here as an example to further my the- 
ory that this bleeding is hormonal in origin 
and is caused by a systemic disease. 

Two discrepancies between treatment and 
results stand out prominently. One is that 
recurrence was common even 


after the 
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Fig. 5—Vessels from the base of a bleeding gastric ulcer. The one at the right has been cut 
parallel to the wall and its lumen does not show. 


the elastica is clearly marked and there is no endothelial hypertrophy. 


source of bleeding had unquestionably been 
eliminated; and the other is that 37 of their 
136 patients had neither gastrectomy nor 
recurrent bleeding during the five years fol- 
lowing their first hemorrhage. Five years was 
an arbitrary interval set to determine wheth- 
er or not these patients were cured but some- 
times bleeding would recur months after 
even this much time had elapsed. Hence, 
either with or without the elimination of the 
lesion, bleeding would recur or would not 


In the others, the lumens are wide open, 


recur. Furthermore, there was no constant 
pattern of bleeding in any given patient. A 
mild bleeding episode on one occasion often 
was followed by a severe hemorrhage and the 
reverse also occurred frequently. If the 37 
patients who had neither gastrectomy or re- 
currence would have undergone operation, 
then regardless of what was done, the pro- 
cedures would have been 100 per cent suc- 
cessful and the surgeon would have had an 
enviable record. 

The same reasoning may be applied to 
data on the hormonal therapy of sponta- 
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neous bleeding and particularly to the bleed- 
ing from peptic ulcers. There is no constant 
pattern and it is impossible to state with 
absolute assurance whether the hormone ar- 
rested the bleeding or if it would have ceased 
of its own accord. Among my colleagues 
and myself, we have treated nearly 1000 
cases of epistaxis and the therapy is consid- 
ered to have been effective in at least 950. 
Those figures would be impressive in any 
study, but how many of these patients would 


during the bleeding state, a hypothesis to be 
described presently, hemorrhage will occur 
either through a lesion of its own creation 
or from one already in existence. An exam- 
ple of the former is ordinary epistaxis; an 
example of the latter is hemorrhage from a 
fungating carcinoma of the cervix. Four 
patients who had seven hemorrhages severe 
enough to warrant ligation of the hypogas- 
tric arteries were treated with intravenous 
estrogen and in all the bleeding was promptly 


Fig. 6—Vessel from a bleeding gastric ulcer close to the pylorus. This vessel also is wide open. 


have stopped bleeding without any treat- 
ment cannot be estimated. Until the inven- 
tion of suitable tests and the discovery of 
the true nature of this bleeding, the only 
resource for judging the value of the hor- 
monal treatment of spontaneous bleeding is 
clinical impressions and their reliability de- 
pends upon the observer. For these reasons, 
statistics will be omitted. One advantage of 
hormonal therapy and particularly intra- 
venous estrogen therapy is that no harm can 
be done. 

The discrepancies become more compat- 
ible when bleeding is considered to be sep- 
arate and independent of the lesion and that 
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arrested without operation. The point to be 
emphasized is that in epistaxis the lesion was 
created and then disappeared and in the hem- 
orrhages from carcinoma the lesion was pres- 
ent before the hemorrhage started and re- 
mained unchanged after the bleeding stop- 
ped. The lesion then was not at fault and 
was only the source of bleeding. The state- 
ment that the manifestations of Spontaneous 
Hemorrhage are infinite and depend upon 
where the disease strikes can be supported by 
reflection upon the almost myriad locations 
where bleeding can and does occur. 

The first concern of the clinician is the 
arrest of the hemorrhage and every device 
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and means at his disposal should be employed 
to accomplish that objective. But if he limits 
himself to the devices and means for con- 
trolling traumatic or surgical hemorrhage, 
then he overlooks the important and essen- 
tial facet of this bleeding that it can be the 
local manifestation of a systemic condition. 
I have arrived at that conclusion for two 
reasons: first, the ability to determine who 
are bleeders and who are non-bleeders is al- 
most non-existent; and, second, the results 


Fig. 7—Vessel at the surface of the same ulcer as the one 
of Fig. +. The ulcer has reached the vessel but it cannot 
bleed. 


of hormonal therapy indicate that hormonal 
imbalances play a decisive role in the pro- 
duction of spontaneous bleeding which in- 
cludes bleeding from peptic ulcers. Since 
our comprehension of the hemostatic and 
hemorrhagic processes is so defective even 
while the sum total of our knowledge is in- 
creasing, I have resorted to speculation and 
conjecture as a means of anticipating the 
facts before arriving at the facts. 
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Illustrative Cases 

Of the four cases to be presented here, 
three are of patients with bleeding peptic 
ulcer. The fourth patient was bleeding from 
the lip. Two of these four cases -illustrate 
the application of hormonal therapy in re- 
lated forms of bleeding and that bleeding 
can arise from estrogen deficiency of known 
origin. 

The first was that of a 39 year old woman 
who was found in shock in her living room. 


Fig. 8—Section across the crater of a bleeding gastric 
ulcer. The aneurysmal dilatation has ruptured and its 
excess elastica extends out beyond the picture. Endo- 
thelial hypertrophy is absent. 


She had had intensive radium therapy for 
functional uterine bleeding and as one sequel 
suffered intensely from hot flushes. A small 
black stool confirmed my impression that 
she was bleeding from an obscure asympto- 
matic gastro-intestinal lesion. She com- 
plained bitterly of the flushes and was given 
.5 mg. of estrogen in oil to relieve them 
before sending her to the hospital. This prep- 
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aration was the only potent estrogenic hor- 
mone available in that day. Much to my 
surprise, the shock completely disappeared 
along with the flushes before she reached the 
hospital. There, studies disclosed a small 
ulcer just distal to the pylorus. 

Several such episodes occurred and she 
soon was able to predict their onset by the 


The second case was that of a 55 year old 
woman who also had had radium therapy 
for uterine bleeding and had severe flushes. 
One morning when the flushes were unu- 
sually intense, she noticed that her face was 
swelling and her lower lip became painful. 
Suddenly a vessel burst and she began bleed- 
ing profusely. She presented an unusual 


Fig. 9—Section from the esophagus of a 59 year old cirrhotic male who died in hepatic coma 
(AFIP 901766). The normal layer of epithelium is at A A. Destruction over the varix B has 
started just medial to the letters and completed at right center where the epithelium is absent. 
The epithelium must have been destroyed first since the submucosa between the erosion 
and the varix is still intact. Necrosis of the epithelium is thought to be the result of stasis and 
pressure. According to my theory it is due to the same toxin that created the varix. Child and 
Donovan state that this necrosis is not esophagitis. Esophageal varices are constantly fluctuating 
even though the cirrhosis is static. Hence forces other than obstruction, trauma or pressure, 
must change as well as create them. Bleeding esophageal varices cannot be produced experi- 
mentally without cirrhosis no matter how the portal circulation is obstructed. 


intensity of the flushes. Estrogen in oil would 
be given as a prophylactic measure and she 
remained free of bleeding for over a year. 
However, in due course, she became un- 
happy over the necessity for “shots” and 
followed the urging of her friends to seek 
relief elsewhere. She was advised that the 
bleeding could be cured by removing the 
ulcer. Subtotal gastrectomy was done and 
her convalescence proceded uneventfully for 
two weeks when she suddenly expired from 
a massive hemorrhage. 
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spectacle because her face was swollen, the 
veins were prominent and distended and her 
color was slightly cyanotic. A large volume 
of blood was pouring out of a small aperture 
on the right side of her lower lip jusi above 
the vermillion border. 


It was my intention to suture or clamp 
the aperture when it occurred to me that 
puncture wounds in this congested area 
would only provide additional openings for 
the escape of blood. Recollection of the 
flushes in the first case prompted me to give 
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her .§ mg. of estrogen in oil. The bleeding 
and congestion stopped in about 20 minutes, 
although the aperture remained wide open. 

The events of these two cases happened 
when radium therapy was in its heyday and 
overdosage was frequent. The repercussions 
on the éndocrine system in many similar 
cases were especially trying and bleeding 
from the rectum and nose was common. 
Flushes were much more severe and frequent 
than those after the normal or surgical men- 
opause, but they could be controlled by 
estrogen therapy to the degree that they 
could be endured. The cessation of the bleed- 
ing and the simultaneous subsidence of the 
flushes were strong evidence that estrogen 
deprivation was responsible for the bleeding 
in these two patients. 

The third case is that of a 54 year old 
man who complained of heartburn and in- 
digestion and was brought to the hospital 
because of hematemesis. About an hour after 
he was admitted, he had a large black stool. 
He was in partial shock and was given es- 
trogen in oil. He improved considerably 
and roentgen studies revealed a duodenal 
ulcer. The stools cleared rapidly and his gas- 
tric discomfort had just about disappeared 
under dietetic therapy when he complained 
of a fainty feeling and his blood pressure 
dropped alarmingly. After estrogen ther- 
apy, the blood pressure improved and his 
general condition returned to normal. 

Repetitions of this episode occurred every 
two or three months although he had no 
ulcer symptoms. He went to a hospital in 
another city where operation was advised 
but he refused to have it done. Upon his 
return, he again came under my care. Care- 
ful explanation of the probable sequence of 
prodromal symptoms enabled him to come 
to the office when a bleeding episode was 
developing and the administration of intra- 
venous estrogen would quickly dispel it. It 
may seem presumptuous to pred-ct that a 
bleeding episode is imminent and there is 
no way of proving that it would have hap- 
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pened without this treatment but this pa- 
tient has not bled for six years. 

The fourth case is selected because it is 
typical of 18 more that differ only in details. 
A 64 year old man who had been under 
severe emotional strain was brought to the 
hospital in shock with a history of black 
stools for several days and an uncom- 
fortable sensation of fullness in his upper 
abdomen. There was no history of previous 
gastric disturbance. The diagnosis of gastro- 
intestinal bleeding was obvious so 20 mg. of 
estrogen was given intravenously at once. 
The shock improved but as he had appar- 
ently lost considerable blood, 500 cc., in 
which was incorporated another 20 mg. of 
estrogen, was given as soon as preparation 
for the transfusion could be completed. The 
shock disappeared entirely. The next morn- 
ing the hemoglobin was 7 gm. per 100 cc. 
of blood and an ulcer was found in the duo- 
denum. He was given three transfusions, 
one a day, but on the fourth day he com- 
plained of suddenly feeling weak and as if 
he were going to faint. Another 20 mg. of 
estrogen was given and he quickly recovered. 
The reappearance of a black stool indicated 
that he had had another small hemorrhage. 
His convalescence continued uneventfully 
and he has not had a recurrence in a year. 

The etiology of peptic ulcer is of no con- 
cern here except insofar as the origin of 
bleeding is concerned and estrogen therapy 
is intended only for the bleeding and not for 
the ulcer. This treatment has been success- 
ful in hundreds of instances of various kinds 
of Spontaneous Hemorrhage, which also in- 
cludes delayed bleeding. The details of many 
of these results and the methods of therapy 
can be found in other publications. Many 
reports of its successful application have 
been received from colleagues who have 
exhausted their resources. Finally they use 
it as a last resort sometimes with dramatic 
and startling results which they could not 
comprehend. Unexpected accessions and 
benefits also have been obtained that portend 
the usefulness of this therapy in other fields.” 
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These, too, have either been published or are 
in the process of publication. 

Failures have occurred in those instances 
when the hemorrhage has been explosive and 
so severe that there was little opportunity 
to do anything. This experience may fur- 
nish a criterion for operation which so far 
has been a matter for controversy. If the 
condition of the patient who has obscure 
bleeding of gastro-intestinal origin does not 
indicate that the hemorrhage is responding 
to this therapy after two or three injections 
have been given at hourly intervals, then it 
is more than likely that a vessel too large to 
be controlled by any means short of ligation 
is open and operation is indicated. As I have 
said, the first concern of the clinician is the 
arrest of hemorrhage and he is justified in 
employing every means and device available 
to control it. However, he will discover that 
operation often can be avoided or delayed 
and additional time for searching for the 
source of bleeding will be granted. When 
transfusions are indicated, the patient will 
tolerate them much better and less blood 
will be needed. As I believe that operation 
on acutely bleeding patients is much more 
hazardous than when they are not bleeding, 
this avoidance and delay is much more val- 
uable than the increased probability of find- 
ing the bleeding point or area while the 
hemorrhage is in progress. In this situation, 
the importance of clinical judgment and ex- 
perience cannot be overstimated and deci- 
sions are extremely difficult. 


Theory of Spontaneous Bleeding 
and the Bleeding State 

The human organism already possesses an 
inherent mechanism for bleeding—the men- 
strual cycle, and that cycle has the ability to 
both start bleeding by itself and to stop 
bleeding without the aid of coagulation. The 
beginning and ending of the bleeding depend 
entirely upon endocrine changes. These se- 
cretions are in the circulation of men as well 
as women and it is conceivable that similar 
imbalances can cause the same effects. Pre- 
cipitation of bleeding in the menstrual cycle 
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is due to a menstrual toxin, which in reality 
is a vascular toxin that attacks the spiral 
endometrial vessels. This toxin has irritating 
systemic effects which only too often are dis- 
cernible in the premenstrual and menstruat- 
ing phase. A similar toxin can be elaborated 
out of hormonal imbalances in both sexes 
that can attack the vessels at the designated 
bleeding site. I have called this situation, 
when it arises, the bleeding state and it is a 
phenomenon that is so common and happens 
so frequently that every branch of medicine 
must contend with it. I believe it accounts 
for at least one-quarter of the mortality in 
this country. This estimate is based on the 
frequency with which spontaneous bleeding 
is found in the walls of arteries causing 
dissecting aneurysms, coronary and other 
arterial occlusions, and the many other forms 
of bleeding such as cerebral hemorrhage 
which take place throughout the body. 

The bleeding state of Spontaneous Hem- 
orrhage is analogous to the bleeding phase 
of the menstrual cycle and the organism 
can and most often does arrest the bleeding 
by itself. But it does not always do so, and 
when this mechanism fails, then an effort 
should be made to duplicate the arresting 
process. In the menstrual cycle, it is thought 
that the rise in circulating estrogen is one 
large factor in this process and clinically I 
have found innumerable times that large 
doses of estrogen have a tremendous salutory 
effect on the bleeding and most often will 
bring about its cessation in a comparatively 
short time. It is not infallible but is superior 
to methods now commonly employed to 
arrest this kind of hemorrhage. These meth- 
ods consider only the source of bleeding and 
not the cause. Certainly the uterus should 
not always be removed just because it is 
the obvious source of so-called functional 
uterine bleeding. 

Regardless of the disease, whether it is 
what is now considered a true hemorrhagic 
disorder or not, no patient bleeds all the 
time; and there are patients with a true 
hemorrhagic disorder who will not always 
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Fig. 10—Author’s conception of the mechanism of epistaxis 
(diagrammatic). 1. Front and side views of vessels 
on one side of the septum are intended to portray them 
to be normal. 2. The vascular toxin invades the septum 
and engorgement begins. One group enlarges more than 
the rest. An aneurysmal dilatation develops in one ves- 
sel and the epithelium over it is destroyed just as in 
the esophagus. 3. Erosion is complete and hemorrhage 
occurs. The open vessel often has a crater-like appear- 
ance which is quite different from a traumatic aperture. 
4. Not many hours after the bleeding stops or is arrested 
with intravenous estrogen the vessels return to their 
normal state, the aperture disappears and the turbulent 
hemorrhagic activity completely subsides. When a nasal 
branch of the palantine artery bleeds, the process is sim- 
ilar to that which occurs in the stomach. This process 
must vary according to the structure of the vessels, 
their positions and the organs they serve. 


bleed under the same circumstances. There- 
fore, if the bleeding state is not present, 
there will be no hemorrhage and if it is in 
operation, a hemorrhage will occur with or 
without trauma. 

What are the changes that take place in 
the true hemophiliac which, after weeks or 
months of quiescence, precipitate a hemor- 
rhage into a joint; or, as in a recent case, 
what caused a sudden hemorrhage into the 
knee joint of a soundly sleeping woman 
without such a disease? As far as I can dis- 
cover, no attempt has been made to find the 
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differences in a patient with either epistaxis 
or a hemorrhagic disorder when he is bleed- 
ing and when he is not bleeding. In women 
it would seem that during the bleeding phase 
of the menstrual cycle, changes more fun- 
damental than increased capillary fragility 
are involved. 

The return of the bleeding state deter- 
mines the resumption of the hemorrhage. 
If one lesion has been eliminated, another 
will be created as so often happens in bleed- 
ing peptic ulcer. The spontaneous bleeder 
does not have a true hemorrhagic disorder 
and the bleeding will be confined to the le- 
sions since wounds made to reach them do 
not bleed more than is expected and usually 
heal without incident. The bleeding state 
in a recognized hemorrhagic disorder may 
not be due to estrogen deprivation but a 
change of some kind must occur to induce 
bleeding and it can still be an unknown hor- 
monal imbalance. 

The concept of the bleeding state which 
sometimes lasts for days can be a valuable 
clinical tool, particularly when one is con- 
fronted by a gastrointestinal hemorrhage of 
unknown origin. Since the source can be 
anywhere from the lips to the anus, com- 
bating the hemorrhage by utilizing the prin- 
ciple of converting the bleeding state into 
the non-bleeding state should be the cardinal 
objective as the following case demonstrates: 
E.J., a 51 year old man and a known cir- 
rhotic, came to the emergency room with 
profuse epistaxis. After two doses of 20 mg. 
of intravenous estrogen an hour apart, the 
bleeding stopped and he was sent home. Nine 
months later he was brought to the hospital 
with an exsanguinating hemorrhage from 
the anus and in severe shock. Twenty mg. 
of estrogen was given intravenously and 
since it was thought that a substantial part 
of this dose would be lost in the hemorrhage, 
another 20 mg. was combined with 500 cc. 
of D 5 water and allowed to run as fast as 
it would go. The shock cleared rapidly and 
the bleeding stopped in about 30 minutes. 
Four hours later, while he was receiving a 
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tranfusion, bleeding started again but was 
quickly controlled with another dose put 
into the transfusion tube. Subsequent x-ray 
studies disclosed extensive diverticulosis of 
the entire descending colon which was con- 
sidered to be the source of bleeding. A\l- 
though the bleeding had stopped, he was 
given additional doses of intravenous estro- 
gen because his restlessness and rapid pulse 
indicated he was still in the bleeding state. 
The blood loss was made up rapidly without 
transfusions and he has not bled again in a 
year. 

That bleeding will be the inevitable result 
of the return of the bleeding state is illus- 
trated by the case of a 30 year old woman 
who underwent total hysterectomy. During 
the preceding 10 years she had had a long 
series of operations: a Manchester procedure 
for total prolapse, amputation of the cervix 
on two occasions, repair of an incisional 
hernia and two cesarean sections. The hys- 
terectomy was accomplished without diff- 
culty but it was decided that unusual 
precautions would be taken against postop- 
erative bleeding. This decision was made 
because of the obviously poor constitutional 
quality and the laxity of all the pelvic struc- 
tures, and perhaps was influenced by atten- 
tion to the problems of bleeding for many 
years. Accordingly, in addition to the usual 
measures, a continuous running suture was 
inserted all around the cuff eliminating the 
narrow gap between the mucous membrane 
and the fascias, the vault was closed with 
several mattress sutures, the broad and round 
ligaments were united in the midline and 
then attached to the vault and the whole 
covered with the uterine vesical fold. The 
raw edge of the cuff containing vessels 
although sutured was deliberately kept out 
of the vagina. Nevertheless, on the seventh 
day, the usual interval for delayed hemor- 
rhage, profuse bleeding began from a gran- 
ulomatous area around the cuff. Bleeding 
was controlled with two injections of intra- 
venous estrogen several hours apart assisted 
by a small pack. There was no infection and 
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no sloughing. This area already was the 
target for bleeding for one of the indications 
for operation was profuse and prolonged 
menorrhagia. The abdominal wound healed 


perfectly. 


The Mechanism of Bleeding 


When then is the mechanism of. bleeding? 
Why do vessels open by themselves, expel 
a much larger volume of blood than they 
are capable of carrying normally, then close 
and finally disappear without leaving a trace 
of their former hemorrhagic turbulence? 
That phenomenon can be seen easily in the 
nose and will be applied to a bleeding peptic 
ulcer. This comparison is not as fanciful as 
it at first appears. 

Assuming that the bleeding state is de- 
veloping and the point of accumulation of 
the toxin is on the septum, the area at that 
point becomes congested and one vessel will 
enlarge more than the rest until it acquires 
an aneurysmal-like dilatation. The mucous 
membrane over it also is attacked and its 
destruction begins to pave the way for bleed- 
ing. This destruction of epithelium at a 
potential bleeding site also can be seen in the 
esophagus over large varices. Thus both the 
vessel and the mucous membrane have been 
subjected to the attack of the toxin. When 
necrosis is complete, the hemorrhage begins. 
The volume of blood that is expelled, not 
escapes, is sometimes so large that one won- 
ders how this large quantity can be forced 
out of vessels that normally are incapable 
of transporting so much blood. Traumatic 
bleeding from the nose is seldom so severe. 

The expulsive forces can be so great that 
the ordinary measures that assure the control 
of traumatic bleeding utterly fail here. Fi- 
nally, the arresting process begins, the bleed- 
ing subsides and then another strange phe- 
nomenon occurs—this whole process, the 
dilated vessels, the injected and congested 
mucous membrane and the aperture itself 
disappears without a vestige unless. many 
repetitions of this process leave the vessel 
somewhat telangiectatic. 
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When applied to bleeding peptic ulcer, 
these observations of facts become figments 
of the imagination. But there are some reali- 
ties that cannot be overlooked. First, the 
vessels of the bleeding ulcer have no endo- 
thelial hypertrophy and hence have been 
subjected to an attack that must differ sub- 
stantially from that on the non-bleeding 
vessel of an inflammatory ulcer. Second, 
aneurysmal dilatation of the vessel wall in- 
dicates that the attack has been from within 
and included the overlying mucous mem- 
brane; and third, it is not unusual for the 
whole process to disappear without a trace 
as so many surgeons, frantically searching 
for a bleeding point, know so well. For that 
reason empirical subtotal gastrectomy has 
become an accepted procedure. 

The toxin then is the principal malefactor 
according to this concept and its detection, 
prevention and neutralization should be 
among the objectives of investigation. The 
biochemistry involved must be extremely 
complex but some light on it has been 
brought by Smith and Smith” and by 
Macht." This toxin must produce a chemi- 
cal inflammatory process. If so, the cooling 
device of Wagensteen™ and his group is en- 
tirely reasonable. It should prove to be a 
valuable measure in arresting the bleeding 
not only through reducing the hyperemia 
but also by acting as an inhibitor on the 
inflammatory reaction created by the de- 
structive toxin. Hypotensive agents also may 
be useful. I have stated elsewhere that co- 
agulation has little effect on the arrest of this 
hemorrhage and does not come into play 
until the bleeding virtually has stopped. I 
am still of this opinion. 


Comment 

It follows that every hemorrhage from 
the gastric mucosa, except the infrequent 
cases of hemorrhagic gastritis and similar 
diseases, must be though an ulcer but every 
ulcer need not bleed. Even hemorrhagic and 
erosive gastritis may be a form of sponta- 
neous bleeding because it has been success- 
fully treated with hormones. I believe that 
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the blood escapes from minute ruptures in 
dilated capillaries, not by diapedesis. Every 
hemorrhage through a mucous membrane 
must be through an interruption of its sur- 
face and this includes bleeding from vari- 
cosities of the esophagus, idiopathic bleeding 
from the genito-urinary tract and the bron- 
chi as well as the nose. Sometimes the bleed- 
ing is so explosive that it tears the weakened 
overlying membrane and these can be seen 
in the minority of cases of epistaxis and 
esophageal varices.'* Even the severe hemor- 
rhages from rupture of varices in the legs 
are not often due to trauma. 

Much of the confusing data, inconsistent 
results and contradictory advice all stem 
from misconceptions regarding spontaneous 
bleeding. One is the failure to recogriize that 
it is a systemic, not a local disease. Another, 
already mentioned, is that coagulation is the 
principal agent which arrests the hemorrhage 
and that efforts to promote it are important. 
One feature of Spontaneous Hemorrhage is 
the normality of the blood as far as the 
hemostatic factors are known now and co- 
agulation often interferes with finding the 
bleeding point, especially in the nose. Yet 
it does not stop the bleeding. A third is that 
this bleeding is the result of open vessels 
at the bleeding site, and therefore its treat- 
ment should be that for arresting traumatic 
or surgical hemorrhage. Only recently have 
other investigators observed that the mas- 
siveness of the bleeding is out of all propor- 
tion to the lesion or the blood pressure. 

Not enough notice has been taken of the 
likelihood that the endocrine system may 
have the paramount role in bleeding from 
peptic ulcers as well as other forms of spon- 
taneous bleeding. The successful treatment 
of so many of these hemorrhages with hor- 
mones, especially intravenous estrogens, can- 
not be ascribed to good fortune or coinci- 
dence. Other hormones have also been used 
successfully, especially in hemorrhagic gas- 
and hemorrhage from esophageal 
varices.” That surgery sometimes is neces- 
sary does not invalidate this belief. 
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But surgery removes only the immediate 
threat and does not cure the disease, for 
recurrence of bleeding is all too common to 
be ignored. I have maintained that the bleed- 
ing is hormonal in origin and not necessarily 
due to estrogen deficiency alone. It may be 
that the action of these substances may not 
be truly hormonal. Until another action can 
be demonstrated, the only tenable assump- 
tion now is that they function as replace- 
ment therapy or else neutralize the vascular 
toxin I have postulated. 

Moreover research on estrogenic sub- 
stances is still in its infancy. Falconer and 
Quinn,” in a controlled experiment on the 
effect of placental implants on peripheral 
vascular diseases, concluded that these im- 
plants, which are rich in natural estrogens, 
produced a degree of subjective improve- 
ment that could not be attained with ethiny- 
lestradiol. Estrogen cannot be considered 
to be one compound, and the placenta may 
contain an infinite variety of its molecules. 

Spontaneous Hemorrhage is not an acci- 
dent but a designated objective just as much 
as bleeding associated with the shedding of 
the endometrium. It is my conclusion that 
the human organism has the capacity to pre- 
pare a bleeding state, create a lesion spe- 
cifically for the escape of blood, and then 
can dissipate this whole process. This conclu- 
sion is not in accord with present thinking. 
It is easier to comprehend and much more 
plausible to believe that nosebleeding, al- 
though associated with many diseases, in the 
great majority of instances has no pathologic 
basis and is just an ordinary innocuous phe- 
nomenon that is a nuisance and does not 
deserve serious consideration; that delayed 
post-tonsillectomy bleeding is the result of 
infection or sloughing; that hemorrhoidal 
bleeding is due to stasis, pressure and consti- 
pation, that hemorrhage into the walls of 
arteries is just incidental to the presence of 
atheromatous plaques; and that an ulcer 
bleeds because a vessel in its base has been 
penetrated. 


Numerous conditions such as epistaxis, 
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cerebral hemorrhage, gastro-intestinal bleed- 
ing, intra-ocular hemorrhage, coronary 
thrombosis arising from subintimal bleeding 
and many others have hemorrhage as a com- 
mon factor without any discernible blood 
changes. Hemorrhages associated with de- 
bilitating and asthenic diseases cannot be 
excluded. All of these conditions now are 
considered to be and are treated as separate 
diseases. 

I have advanced the theory that they may 
be due to a single disease which is hormonal 
in origin. This theory is based on the suc- 
cessful empirical treatment of spontaneous 
bleeding with hormones. Proof of the va- 
lidity of this theory must await the discov- 
ery of the specific endocrine imbalance 
which produces it and the invention of suit- 
able tests to discover the presence of the 
toxin. Meanwhile hormonal therapy has 
proved to be a valuable although not infal- 
lible adjunct for controlling most of these 
hemorrhages. 


Summary 


The purposes of this article are to chal- 
lenge the prevailing belief that bleeding pep- 
tic ulcer and peptic ulcer are forms of the 
same disease and to advance the theory that 
such bleeding is independent of the ulcer and 
isa form of Spontaneous Hemorrhage. Con- 
flicting and confusing conclusions on the 
origin and treatment of the bleeding has 
created controversy as to the proper course 
to pursue. Even the incidence of hemorrhage 
associated with peptic ulcer is almost impos- 
sible to ascertain. 

Changes in the vessels in the bases of the 
ulcers are seldom described. In bleeding ul- 
cers there is little or no change while those 
of non-bleeding ulcers are obstructed, not 
by a thrombus, but by endothelial hyper- 
trophy. Hence something about these ulcers 
must stimulate the production of endothe- 
lium in one kind and inhibit it in another. 
In bleeding peptic ulcer the pathology indi- 
cates that the attack on the vessel is from 
within and not from without. Cases are pre- 
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sented to demonstrate that the bleeding may 
be hormonal in origin and its arrest can be 
accomplished except when large vessels are 


Fig. 11—Author’s conception of the mechanism of bleed- 
ing peptic ulcer (diagrammatic). 1. The normal mu- 
cosa with its circulation. 2. The vascular toxin invades 
the area destined to become the ulcer and necrosis of 
the epithelium begins just as happens in the esophagus 
and nose. Just how a bleeding site anywhere is selected 
is a mystery. 3. The destruction continues and the 
aneurysmal] dilatation of a vessel begins. 4. The aneu- 
rysmal dilatation is now open and bleeding as in Fig. 8. 


At this point acid-peptic digestion may accelerate the 
destruction of the vessel wall. 


bleeding by the administration of suitable 
hormones, preferably intravenous estrogens, 
but not by coagulation. 

Spontaneous Hemorrhage is considered to 
be due to endocrine changes analogous to 
those which precipitate the bleeding phase 
of the menstrual cycle and is the result of 
the attack of a vascular toxin on the vessels 
and the overlying mucosa. These changes 
create a bleeding state during which hemor- 
rhage will occur. If a suitable lesion is not 
in existence then one will be made for this 
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purpose. Bleeding peptic ulcer can be one 
of these lesions. 

Two misconceptions regarding bleeding 
peptic ulcer are (1) that coagulation plays 
a major role in arresting the bleeding, and 
(2) that the treatment of traumatic and 
surgical hemorrhage is adequate for the per- 
manent control of this kind of bleeding. 

The concept of the bleeding state can be 
a valuable clinical tool; and hormonal ther- 
apy to convert it to the non-bleeding state 
has many advantages and no disadvantages. 
Failure is one indication for surgical inter- 
vention since it usually indicates that vessels 
too large to be controlled by any measure 
short of ligation are bleeding. 


The estrogen used in this study was Intravenous 
Premarin, Ayerst Laboratories, N. Y. 
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The extreme degree to which hydrogen 
peroxide bleaching must be carried out to 
render the hair platinum blonde “usually 
makes the hair dangerously brittle,’ ac- 
cording to the Journal of American Medi- 
cal Association. 

The effects of hydrogen peroxide was dis- 
cussed by Veronica L. Conley, Ph.D., direc- 
tor of the A.M.A. department of nursing, 
in answer to a question submitted to the 
Journal. 

“Adverse reactions to bleaching of the 
hair are primarily limited to the hair shaft 
itself. Future growth and inherent physical 
characteristics are not affected. Skin reac- 
tions may occur in some persons, but report- 
ed cases are few in comparison with the large 
number who bleach their hair. Bleaching 
damages the hair because the hydrogen pe- 
roxide must penetrate to the cortex of the 
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hair where the hair pigment is located. In 
so doing, it often leaves the hair dry, brittle, 
and more absorbent. The extent of hair 
damage depends on several variables, one of 
which is the degree of bleaching. For exam- 
ple, the extreme degree to which bleaching 
must be carried out to render the hair plati- 
num blonde usually makes the hair danger- 
ously brittle. 

“Furthermore, a recent study has demon- 
strated that when hair is bleached, the ensu- 
ing damage does not stop with the process. 
With each shampoo certain decomposition 
products and oxidized pigments are extract- 
ed from the hair shaft and damage recurs.” 

The exact nature of the damage is un- 
known which “accounts at least in part for 
the lack of methods to protect the hair 
against the deleterious effects of hydrogen 
peroxide.” 
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and Tympanoplasty 


There are several surgical pro- 


cedures for dealing with infection 
in the middle ear and mastoid. In 
most cases the hearing need not 


be lost. 


HE PURPOSE of this presentation is to 
point out a conservative approach to 
the conservation and restoration of hearing 
in mastoidectomy and tympanoplasty. 
In recurrent middle ear infection where 
a low grade mastoiditis recurs, or in early 
mastoid disease, a simple mastoidectomy may 
be all that is necessary to eradicate infection 
and restore the middle ear to normal. In 
the more severe forms of mastoid disease, 
perhaps a simple mastoidectomy would not 
be adequate. For this the Bondy Method of 
modified radical mastoidectomy offers a very 
sensible and conservative approach to a com- 
plete eradication of the mastoid. It has been 
my practice too, in addition to the Bondy 
operation’ which is a modified radical mas- 
toidectomy procedure, to skin graft the cav- 
ity. Initially, partial thickness skin grafts” 
were used, obtained from the hip as a donor 
site. However, experience has shown where 
partial thickness skin grafts are placed over 
the mastoid there is at times a tendency to 
ulcerate with a resulting wet surface. This 
is annoying to the patient and embarrassing 
to the surgeon and may necessitate a second- 
ary skin graft procedure. 


‘Presented at the meeting of the Virginia Society of 
Ophthalmology and Otolaryngology, Williamsburg, 
April 28-30, 1960. 
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Hearing Loss, Mastoidectomy 


GEORGE N. THRIFT, M.D. 
Richmond, Virginia 


After four or five years experience with 
this technique, the whole thickness skin 
graft’ obtained from the postauricular re- 
gion was used with improved results. If the 
skin graft can be made to take, the mastoid 
cavity will heal very quickly with a dry sur- 
face which needs minimal care. The whole 
thickness skin seems to withstand trauma 
and infection better than a partial thickness 
graft. Perhaps the patient will be seen every 
six months or at longer periods for simple 
cleansing of dead skin and debris. The con- 
cept of the Bondy operation, of course, does 


Ant. buttress 
removed 


Piastic flap 
covering facial 
ridge 


Fig. 1—Bondy type of mastoidectomy. From Shambaugh 
Surgery of the Ear. By permission of Dr. George E. 
Shambaugh and the Saunders Publishing Company. 


not allow surgery within the middle ear. 
The structures are left as they were with a 
clean-up of the mastoid. This is very con- 
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servative surgery and has been most bene- 
ficial. 

In the event a cholesteatoma pocket is en- 
countered, without much extension, the 
cholesteatoma may be removed in the lateral 
and superior surface of the tympanic cavity 
without going further into the middle ear, 
Juers.’ If the cholesteatoma is completely 
eradicated a good result can be obtained. 
In other cases a little more advanced, this 
matrix of cholesteatoma may have invaded 
the middle ear cavity so as not to allow a 
complete exenteration. We may utilize the 
methods of Juers,’’ a tympanopexy com- 
bined with the modified radical mastoid in 
order to obtain a good hearing result. In this 
way there is minimal disturbance of the 
tympanic cavity. 

The utilization of all functioning parts 
of the ossicular chain may be preserved pro- 
vided the cholesteatoma matrix exists in an 
exteriorized state. Drum remains or skin 
graft may then be used in continuity to re- 
store the covering for the tympanic cavity. 
Non-functioning parts may be sacrificed, 
namely the malleus, or malleus and incus, to 
create a tympanoincudopexy or as tym- 
panostapedopexy. 

When cholesteatoma is extensive and can- 
not be removed without sacrifice of the 
ossicles, a radical mastoidectomy is indicated. 
This, of course, would require the removal 
of all the lining of the tympanic cavity, 
along with the tympanic membrane, the 
malleous and the incus, leaving the stapes in 
place. If properly performed, without cov- 
ering the stapes, quite frequently surprising 
results may be obtained with a hearing result 
at the sixty-five percent level. Such results 
sometimes occurred before the operating 
microscope came into vogue and the exact 
mechanism was poorly understood. The pa- 
tient was customarily told the hearing would 
be completely eradicated by this radical sur- 
gery. 

In 1957 at the Sixth International Congress 
of Otolaryngology in Washington, D. C. 
attention was called to the reconstructive 
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surgery of the tympanic cavity, tympano- 
plasty, by Zollner’ and Wullstein’ of Ger- 
many. Zollner had published an article on 
this subject in 1955 and Wullstein in 1956. 
Wullstein showed how the middle ear could 
be rebuilt by plastic surgery. He defined and 
illustrated five types of this operation. The 
new concept of rebuilding the tympanic 
cavity was received with interest in this 


33 ° 
CAM Red st 
| | 
Red Lt 
Simple, 
LR Med Read Ft 
FSS Med Red, 
SS Med it 
| Mod Riad. Rt 
| AE at ad 
EN Molded, 
Mat 
Wn NHR AR Med 
Fig. 2—Methods of handling cholesteotoma cases as illus- 


trated by Bruce Proctor. 
a. Line with T, results same before and after surgery. 
b. Line with dark filled space represents degree of 
improvement 
c. Line with hollow filled space represents degree of 
loss 


d. Other designations represent incomplete cases. 


country.’"""'"'! Type I, tympanoplasty or 
myringoplasty is a simple repair of a per- 
foration in the tympanic membrane. A sur- 
gical repair of a perforation may be per- 
formed via the external ear canal by a re- 
moval of the outer lining of the ear drum 
and adjacent tissues of the external ear canal 
and replacement by a whole thickness of 
skin obtained from behind the ear. A simple 
pack of gelfoam soaked in penicillin is used 


and allowed to come away of its own accord. 


25 


> 
| 
4 
: 
= _ 
ie 
A 
= 


The results of this technique have been ex- 
cellent with a retention of the hearing at 
about the same level as before. Many are as 
good and some have improved above the 


ABH Tad. 


BLM 
| £B Red 
| het 
ot ICP Simp. 
WAS Simphe, 
Mes VAI Med Der 


Wed 


Med, 

WEP Kad. Med. 

Wad 

Simple 

MrT SD Rad Med 

“| AB.Singh 

WAC Srnpl 

“ER Med. 

E 

Fig. 3—Method of dealing with cases other than choles- 
teotoma. 


expectations of the surgeon. Where the de- 
struction is more extensive, a type II tym- 
panoplasty is used, the malleus and tym- 
panic membrane may be removed, with a 
clean-up of the tympanic cavity below this 
point with a functioning incus and stapes. 


Here the skin graft may be placed directly 
over the incus and the hearing restored to a 
remarkable degree. Type III is used when 
the incus is involved in the pathologic proc- 
ess and must be sacrificed. The drum, mal- 
leus and incus are then removed with place- 
ment of the skin graft touching the head of 
the stapes. This will also give good hearing 
results. Type IV, in the event that the stapes 
is also involved in the pathologic process, it is 
possible to remove the stapes and place a 
skin graft with a split or defect over the oval 
window area and obtain a good result. Type 
V, the final method is accomplished by a 
skin graft at the mastoid cavity with no 
effort to use the oval window. The round 
window is preserved in the newly created 
tympanic cavity. After complete healing, 
a fenestration of the semicircular canal is 
performed. 
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Case Report 


Adrenocortical steroids offer a 


chance for cure in sympathetic 
ophthalmia. Treatment, however, 
may have to be continued for 


years. 


HAT IS NOW known as Sympa- 

thetic Ophthalmia was first described 
by MacKenzie in 1835. Loss of eyes from 
this disease was approximately fifty percent 
until the advent of steroid therapy about 
eight years ago. Numerous case reports in- 
dicate that there has been excellent response 
to the newer drugs. I wish to present a case, 
now under treatment, which is unusual in 
duration. 


Case Report 


The patient, R.B., a seven-year-old boy, 
who, while playing with a kitchen knife on 
August 24, 1953, struck the right eye. When 
first seen the next morning there was a 
laceration through the cornea from 3 to § 
o’clock just inside the limbus. The patient 
was admitted to the hospital that day: the 
cornea sutured edge to edge with 6-0 silk. 
No iris was excised. No immediate compli- 
cation arose: the sutures came out sponta- 
neously and on the 17th day the vision was 
20/60. On September 18th, 25 days after 
the injury, the reaction was less; aqueous 
clear; slight pigment deposits on the posterior 
lens capsule and decreasing vitreous opacities. 


Presented at the meeting of the Virginia Society of 
Ophthalmology and Otolaryngology, Williamsburg, 
April 28-30, 1960. 
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Sympathetic Ophthalmia 


C. C. COOLEY, M.D. 
Norfolk, Virginia 


Local medication only was being used. Two 
weeks later, six weeks after injury, the in- 
jured eye showed no greater ciliary redness, 
though the aqueous ray was 2 plus with 
“KP”, pigment on posterior lens capsule and 
more vitreous opacities. Hyoscine and cor- 
tisone drops were continued locally. 

The patient was not brought to the office 
at the next appointed time, then I was out 
of town one week, so I did not see him until 
17 days later. At this time the injured eye 
was little changed, however, due to irrita- 
tion of the other eye, the parent had used 
the same drops in it. The uninjured eye was 
(eight weeks after injury) a definite sympa- 
thetic ophthalmia as indicated by ciliary red- 
ness, aqueous flare, slight “KP”, posterior 
synechae and hazy vitreous. 

Consultation with Dr. B. R. Kennon was 
obtained and it was agreed after hospitaliza- 
tion that ACTH and Cortisone should be 
given and, due to the deterioration of the 
injured eye, enucleation would probably be 
done early. Instead, the patient was imme- 
diately sent to Dr. John H. Dunnington. 
Cortisone by mouth and local medication 
were given while awaiting hospitalization in 
New York. 

At the Eye Institute, beginning October 
20, 1953, ACTH 30 mg. intramuscularly 
every six hours was given for six days with 
no improvement. On October 26th 15 mg. 
ACTH intravenously as a daily dose was sub- 
stituted for four days with improvement. 
After three more days on the same dose 
there was a relapse, therefore the intravenous 
daily dose was increased to 20 mg. with im- 
provement. On November 13th, 24 days 
after treatment was begun, the ACTH was 
replaced by Cortisone 50 mg. daily, this being 
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reduced to 40 mg. a day 10 days later. Hy- 
drocortisone and atropine drops were con- 
stantly used as was Terramycin 50 mg. every 
six hours. Penicillin and sulfadiazine were 
prescribed for bronchitis just before leaving 
the hospital. 

On November 30, 1953 (41 days later) 
the patient returned home with the recom- 
mendation that the injured eye be enucle- 
ated. At that time the injured eye was soft 
(phthisis) ; vessels had grown into the iris; 
there was a posterior partial subcapsular 
cataract. The aqueous ray was only faintly 
positive; vision 20/400. The sympathizing 
eye was white, pupil dilated, one synechia 
(posterior), a few pigment spots on the an- 
terior lens capsule; slight “KP”, aqueous ray 
negative; vitreous clear; vision 20/20. 

Enucleation of the injured eye was per- 
formed on December 3, 1953. The diagnosis 
was confirmed by the Eye Institute in New 
York City. 

Due to a positive aqueous ray, local medi- 
cation, supplemented by Hydrocortisone by 
mouth, had to be continued in maintenance 
doses. The patient was seen by Dr. Kennon 
in March 1954, by Dr. Dunnington in July 
1954 and, at Dr. Dunnington’s suggestion, 
by Dr. Alan Woods in September 1954, all 
considered the progress as satisfactory. 

The patient continued school with a bi- 
focal lens as long as the pupil was dilated. 
By May 1955 the maintenance dose was 
Meticorten 2! mg. B.I.D. By July 1956 
Meticorten 1 mg. B.I.D. without local medi- 
cation kept the eye quiescent. Repeatedly 
medication has been decreased, also local 
medication alone tried, but Meticorten 1 
mg. B.I.D. is the minimum dose to date that 
will keep the aqueous free of cells. Treat- 
ment has been continued for six years and 
eight months. 

Potassium and vitamins were given fol- 
lowing enucleation and until all swelling of 
the face subsided. The patient has shown 
normal weight growth and physical activity 
with no loss of time in school since 1954. 


28 


Comments 


1. In retrospect—should the injured eye, 
six weeks after injury, when the signs of 
uveitis increased, have been enucleated? I do 
not know the answer to this question. The 
perforating injury apparently limited to the 
cornea with rapid improvement for six weeks 
was encouraging, though statistics indicate 
the greatest number of cases occur between 
four and eight weeks. 

2. Should prophylactic treatment have 
been given in the form of steroid therapy 
and antibiotics? McLean’ reported a case 
where such drugs were ineffective, thus con- 
cluded this therapy neither dependable nor 
justified. Several additional cases not yet 
published supplement this conclusion.” 

3. Would earlier enucleation after diag- 
nosis have been beneficial? This is doubtful. 
After uveitis has already developed in the 
sympathizing eye early removal of the ex- 
citing (injured) eye appears to have no ben- 
eficial effect. 

4. Is the present minimal maintenance 
dose the proper therapy at present? Woods* 
says that when the minimal maintenance 
dose has been determined, topically and/or 
orally, it may be continued many months or 
as long as necessary, with occasional rest 
periods and injections of corticotropin to 
stimulate a depressed adrenal cortex. 

5. Why is this case being reported? 

In reviewing the literature, since the use 
of steroids in sympathetic ophthalmia, nu- 
merous cases have been reported cured with 
ACTH and Cortisone. Sturman‘ reported a 
case cured after almost two years of treat- 
ment. Crawford’ reported a case cured after 
treatment for over four years. 

I am unable to find a report of a case of 
this duration (six years and eight months) 
and this patient is not yet cured. In view 
of the absence of side effects from the drug I 
see no choice but to continue a maintenance 
dose of a cortisone-type drug as an anti- 
inflammatory agent for an indefinite time. 
It is hoped that this case will emphasize the 
necessity for constant and long continued 
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therapy in some cases of sympathetic oph- 
thalmia. 


REFERENCES 


1. McLean, J. M.: Steroid Prophylaxis in Sympa- 
thetic Ophthalmia. Am. J. Ophthal. 45: 162- 
164, April 1958 Part II. 


2. McLean, J. M.: Personal Communication. 


The Medical Library of the University of 
Virginia is exhibiting articles about the dis- 
eases of famous authors written by physi- 
cians who for the most part are diagnosing 
patients who lived in a different era. Some 
of these writers have been dead for a century 
or more. The exhibit will be shown until 
the middle of January. 

The ailments are collected from the au- 
thors’ writings or from biographies written 
about these men. In other words, the case 
report is taken from old writings, not in 
personal interviews with the patient. The 
value of case reports is clearly shown if a 
man living today can diagnose a patient who 
died before that physician was born—by 
reading of the vicissitudes of a past genera- 
tion. Writers, with their gift or developed 
skills in describing situations, would be ex- 
pected to furnish the necessary clues for 
this interesting exhibition of a physician’s 
skill in diagnosis. Many of these patients 
were diagnosed correctly or incorrectly? by 
a physician long ago. 

Some of our diagnosticians hedge a bit, 
and some are on more firm ground. Every- 
one knows rightly or wrongly that certain 
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Diseases of Famous Writers—or Diagnosis in Absentia 
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writers were tuberculous, alcoholic or neu- 
rotic individuals. The interesting thing is 
that many physicians are so interested in 
what made these writers tick that they will 
go to great trouble to write up the cases. 
Editors of medical journals know that other 
physicians are also interested in such articles 
and publish these accounts. Journals which 
publish this type of material include The 
Journal of the American Medical Associa- 
tion, the Eye, Ear, Nose and Throat Month- 
ly, Psychoanalysis, American Journal of 
Psychiatry, Laval Médical, and the Proceed- 
ings of the Royal Society of Medicine. A 
whole set of books called Biographic Clinics 
came out at the beginning of the century, 
and the physician, Dr. Noah D. Fabricant, 
has published a volume on this subject re- 
cently. 

Some of the literary persons covered in our 
exhibit are Proust, Samuel Johnson, Joseph 
Conrad, Robert Burns, Maupassant, Balzac, 
Thoreau, Oscar Wilde, Whittier, DeQuin- 
cey, James Joyce, Katherine Mansfield, Ezra 
Pound, Flaubert, E. A. Poe, and Thomas 
Wolfe. Some of the articles are available for 
browsing in order that those interested may 
read them while the exhibit is in progress. 
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School Vision Testing 


This report is of interest to all 


those concerned with the health 
program in the schools. It also 
demonstrates the good results that 
can be expected from cooperation 
between organized medicine and 


the school authorities. 


N THE SPRING of 1958 the Richmond 

Eye, Ear, Nose and Throat Society ap- 
pointed a committee including Dr. E. W. 
Perkins, Dr. Mason Smith and myself to 
study the problem of school vision screening 
tests and to offer our advice based on the re- 
sults of these studies to the school authorities 
in the Richmond Public School System. The 
Society and the committee were motivated 
by their conviction that ophthalmology bears 
a public trust to protect the public welfare 
and interests so far as ocular health and vision 
are concerned. This obligation extends to 
the discovery and correction of visual and 
ocular defects in public school children. 
Therefore, it was their purpose to offer their 
services to the public school physicians and 
nurses by recommending a. satisfactory 
screening test and by training personnel in 
the administration of these tests. Further- 
more, it was necessary to establish definite 
criteria for referral on the basis of these 
tests in order to refer the highest possible 
number of children actually needing eye care 


Presented at the Meeting of the Virginia Society of 
Ophthalmology and Otolaryngology, Williamsburg, 
April 28-30, 1960. 
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Experiences and Lessons of a Two-Year Study 


G.E. ARRINGTON, Jr., M.D. 
Richmond, Virginia 


and the lowest possible number of false posi- 
tive cases. 

To begin with, the committee studied the 
methods and results of vision testing in a 
high school, a junior high school, and an 
elementary school in the City of Richmond, 
Virginia. The results were tabulated as to 
percentages of spread of various visual acui- 
ties, percentage of total referrals and per- 
centage of positive referrals. These results 
were then compared to extensive and care- 
fully controlled surveys published in oph- 
thalmological journals and by similar socie- 
ties in other states. Following are selected 
data from this study which were very valu- 
able to us, and which should be studied by 
similar committees in other communities: 


Sources and Data Regarding 
School Vision Testing 


We were in correspondence with Franklin 
M. Foote, executive director of the National 
Society for the Prevention of Blindness who 
very kindly supplied publications dealing 
with the subject of school vision testing and 
in addition made the following recommen- 
dations: 


1. Fundamentally recommend the Snel- 
len Chart test at 20 feet. 

2. If more extensive testing is to be un- 
dertaken, the Massachusetts Vision 
Test (which incorporates the Snellen 
E’s) is recommended. 

3. Later on, the tests for muscle balance 
and the plus lens test for hyperopia 
can be added after the program is well 
under way. 


Doctors Foote and Crane stated the fol- 
lowing in their publication ““An Evaluation 
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of Visual Screening”: “It will be noted that 
the more complicated methods of vision 
testing, such as the Bausch and Lomb Ortho- 
rator, American Optical Company Sight 
Screener and Keystone Telebinocular gave 
an unduly large number of over-referrals. 
The combination of a high standard Snellen 
test and the teacher observation seem to pro- 
vide the most practical method of vision 
screening.” ' They also present the following 
information: 

The Snellen high standard test referred 
20% of sixth grade children. Of this num- 
ber 14 were correct and six incorrect. The 
binocular vision testing devices mentioned 
above referred 54% to 61°% of the 600 chil- 
dren tested. Of these, 23-25% were correct 
and 31-38°% were incorrect, an error of 
60 to 70% of those referred. Examination 
by an oculist referred 31% all of which were 
correct. 

These figures clearly indicate that binocu- 
lar testing devices refer five times as many 
incorrectly chosen children as the Snellen 
Test, a total of 30-40°> more than should 
be referred. On page 10 of the same article 
is found the following quotation: “The three 
binocular stereoscopic testing batteries gave 
results that were so close that there was no 
real difference between them in efficiency. 
Although these tests gave the greatest propor- 
tion of correct referrals, they gave an even 
higher proportion of incorrect referrals, more 
than 30% of all the sixth grade students.” On 
page 11, the following statement is found: 
“Great criticism from parents and from pro- 
fessional groups is heaped upon a school ad- 
ministrator or school health program when 
there is a high over-referral from any screen- 
ing procedure. Failure to refer students who 
actually need the care of an eye specialist 
arouses less criticism because no one is aware 
that these children need care. The purpose 
of the screening program is to obtain care 
for as many as possible of the children who 
need it. In many programs, insufficient em- 
phasis is given to follow up of screening tests 
and to seeing that the children are actually 


VoLuME 88, JANUARY, 1961 


placed under care. A complicated screening 
test that takes extra time to administer and 
gives a high proportion of incorrect referrals 
is not appropriate in a program that provides 
only limited follow up service. Under these 
circumstances a simpler test that refers few- 
er children but gives few over referrals is 
definitely to be preferred. For young chil- 
dren the simpler tests are probably preferable 
in all screening programs. In either of these 
situations the Snellen test, combined with 
careful teacher observation, is recom- 
mended.” 


“An Evaluation of Methods of School Vi- 
sion Screening” dated 1955 was obtained 
from Curtis D. Denton, Jr., M.D., of Fort 
Lauderdale, Florida. I quote from this re- 
port: 


“The sought for goal in visual screening of 
school children is a simple test that has a 
high percentage of accuracy in detecting 
eye defects and a low percentage of un- 
necessary referrals. The value of keeping 
‘false’ referrals to a minimum is obvious. 
This very factor has caused the near 
break-down of visual school testing pro- 
grams in several places throughout the 
country. Nothing makes parents more un- 
happy than the feeling that they have been 
forced to spend money needlessly. 


“None of these tests (that is, the binocular 
tests referred to above,) detected more 
than 80° of the significant abnormali- 
ties, and in general they found that the 
test which detected the highest percentage 
of children who needed referral also had 
the highest percentage of needless refer- 
rals. The sight screener, Orthorator and 
Telebinocular referred between 54 and 
71° of all the children tested as contrast- 
ed with the ophthalmologist’s failure rate 
of 27%. The incorrect referrals of these 
instruments outnumber the correct refer- 
rals 20° to 250%. The investigation also 
found that these tests required six times 


as long to administer as the Snellen Chart 
Test.” 
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This report goes on to analyze the results 
in Florida of the application of the Snellen 
“E” Chart Test, the Massachusetts Vision 
Test, the Telebinocular Test, the plus 1.50 
sphere test for hyperopia and the muscle 
balance test which is incorporated in the 
Massachusetts Vision Test and in the Tele- 
binocular. It is of interest to quote the re- 
sults of the muscle balance test with the tele- 
binocular. “In my office in Broward Coun- 
ty,” Dr. Denton states, “I have found that 
85‘, of the children referred by the Key- 
stone Muscle Test had a muscle balance con- 
sidered as normal by our present medical 
standards. The Telebinccular Muscle Test 
seemed entirely too difficult and critical for 
school children.” 

As a result of their studies, it was deter- 
mined that the Snellen Distant Chart using 
the illiterate “E” was the most important 
test. The criteria established for referral were 
as follows: 


1. For first and second grade children, 
20/30 line should be considered pass- 
ing. 

For grades three through eight, 20/20 
is considered passing. 


ho 


The report goes on to recommend plus 
2.50 diopter sphere test for hyperopia. They 
believe that muscle tests are too time con- 
suming and too unreliable to justify the ex- 
pense and time required for their administra- 
tion, although 30°. of the Florida ophthal- 
mologists replied to a survey that they felt 
that some sort of muscle balance test is im- 
portant in school survey work whereas 70°, 
believed it to be of little importance. 

Besides the above recommendations, “It 
was further recommended that all Telebi- 
noculars be removed from school screening 
survey work.” 

Another report of a committee on school 
vision testing for the New England Ophthal- 
mological Society and the Massachusetts 
Medical Society edited by Edwin B. Dunphy 
including Drs. Brendan D. Leahey, James J. 
Riggan, Albert E. Sloane, and Elton R. Ya- 


suna was studied. This report recommended 

the following: 

1. A school vision test should be given by a 
lay person who has been specially train- 
ed; this may be a teacher, a nurse or any 
other of the school personnel. 

2. It is desirable that every child failing the 
school vision test should be given a re- 
examination before a note is sent home 
to the parents. 

3. The test should be given annually. 

4. The committee does not feel that is a 
good policy for an eye doctor to give 
the test for the following reasons: 

a. The mere fact that a doctor made 
the test and gave a passing report 
might give a false sense of security 
that all is well. 

b. Since the screening test is only a 
rough incomplete examination, there 
is no basis for such an inference be- 
ing allowed, and if the test were given 
by a lay person, this danger would be 
avoided. 

5. The committee feels that no note should 
be sent home which tells that a child has 
passed the test. Reports should be only 
of non-passing, and should not give any 
information other than that. 

6. Standards of referral: 


a. All children up to but not including 
the fourth grade should be referred 
for examination in the event that 
they are unable to read the 20/40 line 
in their worst eye. 

b. Children from the fourth grade level 
and including the fourth grade level 
and up should be referred if they are 
unable to read the 20/30 line. 

It is felt that this limit is not too strict in 
view of the fact that the committee recom- 
mended well illuminated charts and admin- 
istration of the test by trained personnel. 

c. In those children up to but not in- 
cluding the fourth grade a plus 2.25 
sphere is used as the minimal limit 

for hyperopia requiring referral. 
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That is, if a child cannot read 20/20 
through a plus 2.25 sphere in each 
eye he shall be referred for further 
examination. In the group including 
the fourth grade the inability to read 
20/20 through a plus 1.75 sphere 
shall constitute the basis for referral. 
The committee recommends that a 
heterophoria test be included in the 
school examination but that it be 
omitted in grades one through three. 
The criteria for referral in the dis- 
tance phoria test shall be exophoria, 
over four, esophoria over six, hyper- 
phoria over 1.25. Phoria tests for 
near are omitted for purpose of sim- 
plification, however, if some schools 
wish to include these tests as an extra 
or optional test (in grades four and 
over) referral is recommended for 
over eight exophoria for near, over six 
esophoria for near. 
Any child who obviously appears to have 
eye difficulties or symptoms should be 
referred. Any child who has reading dis- 
ability should be referred for examina- 
tion, regardless of how he behaves with 
the school vision test. 

The committee held that the Massachu- 
setts Vision Test is at the present time ac- 
ceptable, because it does include in its three 
parts all that is recommended by the com- 
mittee. The committee feels that although 
tests for stereopsis, color vision and other 
binocular functions are often of great value, 
inclusion of such tests in a school vision 
program is not desirable at this time because: 

a. It would increase the time necessary 
for the test. 

b. It would increase the complexity of 
understanding the test when given by 
lay people. 

It would lead to a larger number of 
unnecessary referrals. 

Another report on the Massachusetts Vi- 
sion Test by Albert E. Sloane’ was review- 
ed, as was the report entitled “Visual 
Test Performance of School Children” by 
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Hollis M. Leverette,’ and another report by 
the same author.* There were also personal 
communications with Dr. William L. Ben- 
edict of Rochester, Minnesota, and Dr. 
Frank D. Costenbader of Washington, D. C., 
to inquire regarding the program in those 
two communities. The program instituted 
in Norfolk, Virginia, by Mr. Teasley Tray- 
lor of the Traylor Optical Company was 
studied as was the Atlantic Eye Test for 
phoria by Samuel Disken. 


Recommendations 
On the basis of these studies the following 
conclusions and recommendations were 
reached by our committee: 

1. It was emphasized that the visual 
screening test is not a diagnostic ex- 
aminaticn and therefore no reports of 
passing the test should be issued. 

It was noted that the objective of such 
a screening test is to determine refer- 
rability and not visual acuity, which is 
a diagnostic determination. 

The criteria for referral were estab- 
lished as follows: 

20/20 on the illiterate “E” chart if the 
child is over 10 years of age or 20/30 
if the child is under 10 years of age. 
This means at least four out of six 
letters are correctly determined. 

If a child fails, he should be retested 
a day or so later and if he fails again 
with one or the other eye he should 
be referred. 

Consequent to these criteria, it was 
advised that the 20/20 and 20/30 line 
(as is appropriate for the age of the 
child) be used exclusively. This elim- 
inates wasted time determining wheth- 
er achild is 20/60 or 20/40, for exam- 
ple, when in reality he is referrable 
whether he is either of these. 

An internally illuminated chart was 
recommended. 

Binocular stereoscopic tests were not 
recommended. 

No testing of phorias is indicated since 
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only one to two per cent of children 
are referred by the best survey screen- 
ing phoria test and most strabismus 
problems can be referred on the basis 
of teacher observation or failing the 
visual acuity test due to amblyopia 
from suppression. 

9. It was emphasized that reading prob- 
lems and ocular signs and symptoms 
supersede the results of the screening 
survey. That is, children with 20/20 
vision should still be referred if they 
show signs or symptoms of ocular dis- 
ease. 

10. It was recommended that if at all pos- 
sible, the children should be examined 
individually with the examiner at the 
side of the child rather than at the 
chart in order that she might deter- 
mine whether any signs and symptoms 
of eye disease are present. 

11. It was advised that children failing the 
visual screening test be referred by 
form letter to the family physician 
and from there to an ophthalmologist 
of his choice. In order to facilitate this, 
forms were recommended which in- 
corporate brief answers and check 
marks. 

12. Ophthalmologists were pledged to co- 

operate fully toward achieving success 

of the program. 


Results of the Program 

A restudy in March, 1960, of data in the 
Richmond Public Schools has already shown 
the effectiveness of this program in bringing 
up their results in line with national aver- 
ages. Inquiry of local colleagues in ophthal- 
mology indicates a markedly reduced num- 
ber of false positive cases being seen among 
referred city school children. This is still 
not true of certain county and parochial 
schools where binocular testing techniques 
are being used. 


General Conclusions and 
Significance of the Study 


The value of the methods and criteria for 
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referral which I have presented is rather ob- 
vious to the ophthalmologist, and while there 
is justification in informing this group of 
our findings, I feel that another deeper les- 
son has been learned, namely, how the effec- 
tiveness of proven acceptable health meas- 
ures for the public benefit may be hindered 
by the activities of non-medically oriented 
and motivated groups. 

To understand this better, it should be 
noted that the institution of this program in 
Richmond was greatly facilitated by the 
presence of school health officials who were 
already enlightened along these lines and who 
were anxious to have professional support 
from their colleagues in ophthalmology re- 
garding their views. 

Efforts were subsequently made to intro- 
duce these recommendations to parochial, 
private and county public schools. Success 
in these areas while variously high and low 
cannot yet be fully assessed, but the lesser 
degree of co-operation in certain of those 
areas seems to depend largely on whether a 
previous acceptance of non-medical advice 
has unfavorably prejudiced those in charge. 
It should also be noted that whereas school 
vision testing in the city is directly under the 
management of school health physicians and 
nurses, it is controlled by principals, parent- 
teacher organizations and other interested 
lay groups in some parochial and county 
schools. It is therefore more difficult to com- 
municate in purely medical terms with those 
latter individuals and the task of winning 
co-operation and confidence is infinitely 
more difficult. It is important to learn why 
this is so. 

In this area of medicine as in so many 
others, the public-medical interaction seems 
to have suffered largely as the result of a 
shifting of the basic medical sense of values, 
i.e., from medicine’s more traditional hu- 
manitarianism to a more impersonal scien- 
tific objectivism which leads to a detachment 
of the profession from public problems. It 
is not appropriate to discuss here the varied 
reasons for this interesting evolution, but 
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we must recognize its existence because of 
its possible detriment to medicine and there- 
fore to ophthalmology as well, and we should 
resist it. Can it be denied that narrowness 
of interest whether medical, surgical or op- 
tical breeds public contempt and disapproval 
while interest in people with ocular or visual 
disorders breeds respect and confidence? 
Non-medical refractionists in an apparently 
narrow technical field, strangely enough, al- 
ready seem to have succeeded in recognizing 
this and despite their commercialism and 
advertising and whether justified or not, they 
have made many gains in winning public 
approval as has been proved by their success 
in legislation and general unquestioning ac- 
ceptance by the public as manifested in the 
last phase of this study. 

Is it not here at the deepest roots of med- 
ical thought that we must look for causes 
of any instability or inadequacy of the med- 
ical service structure? Is it not here that 
individually we can do the most to strength- 
en effectual medical care? The symptoms 
should be recognized and treated as we are 
doing the schools, but we must also discover 
and remove the deeper causes. 

Finally, medicine, which should be an all 
embracing science of man, is fully equipped 
to meet and is now striving to meet these 
special ophthalmic needs in our community. 
Ophthalmologists in other communities face 
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the alternative of taking action for the pub- 
lic welfare within medicine or else of forfeit- 
ing their position by default to non-medical 
groups. 
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Dysmenorrhea causes much dis- 


comfort and disability. A simple 
treatment is described here which 


appears to give symptomatic re- 


lief. 


ENSTRUAL DISTRESS is a clinical 

manifestation of three exaggerated 
physiologic norms. Positive water balance 
during the premenstrual week is physiologic 
but excess water retention leads to tissue 
edema with breast fullness, abdominal bloat- 
ing and weight gain. Vascular and lym- 
phatic engorgement are normal precursors to 
menstruation but when the limits of physio- 
logic tolerance are exceeded there is lower 
abdominal and lumbar pain with a sense of 
heaviness and weight in the pelvis. A well 
integrated pattern of myometrial contrac- 
tions is essential for the shedding, maceration, 
and expulsion of the depleted endometrium, 
and blood clots at menstruation. Disturbed 
patterns of myometrial contractions retard 
this shedding and expulsion, thus contrac- 
tions are painful. 


Physiology of Painless 
Menstruation 


It is of more than casual interest that the 
signs and symptoms of menstrual distress 
mimic and rehearse the more dramatic signs 
and symptoms and parturition. The men- 
strual cycle is the gestational cycle in minia- 
ture. Tissue edema and vascular and lym- 
phatic congestion in the premenstrual and 
preparturient patient subside promptly with 
the onset of menstruation and parturition. 
Pain arising from myometrial contractions 
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disappears when the endometrial debris or 
products of conception are expelled. 

To carry the parallel further let us recall 
that the symptoms of menstrual distress ap- 
pear only in the potentially fertile cycle. A 
functioning corpus luteum is necessary to 
unusual water storage and to the develop- 
ment of a thick succulent edematous endo- 
metrium which is expelled painfully. Men- 
struation terminating the anovulatory cycle 
is never preceded by abnormal tissue edema 
nor is the proliferative phase endometrium 
shed and expelled painfully. It seems para- 
doxical that dysmenorrhea should occur 
only when the criterion of physiologic nor- 
malcy has been fulfilled. Why should it be 


so? 


Physiology of Dysmenorrhea 


The uterus is a hollow viscus with a thick 
smooth muscle syncytium for its wall. Its 
capacity for stretch is limited as compared 
with a thin wall viscus such as the bladder 
or intestine. Furthermore, the capacity to 
stretch and accommodate to a distending 
mass within its cavity is mediated in large 
part through the relatively slow humeral 
mechanisms as contrasted with other hollow 
viscera in which rapid accommodation to 
distention is effected through nerve control. 
Distress which a smooth muscle wall experi- 
ences in its attempt to expel a body within 
its cavity depends upon the size of the dis- 
tending foreign body matched against the 
stretch capacity of the muscle. The volume 
of depleted endometrium, and therefore the 
volume of distending foreign body, depends 
upon the degree of endometrial growth. In 
dysmenorrhea an average volume of normal- 
ly macerated and fibrinilized menstrual de- 
bris exceeds the stretch capacity of that 
particular myometrium. Disordered contrac- 
tion patterns ensue which are painful. Pain- 
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ful menstruation is a manifestation of 
incomplete accommodation of the myome- 
trium to the tissue mass within its cavity. 


The stretch capacity of a muscle depends 
in a large part upon vascular and neural 
elements which supply it. The thick wall 
of the myometrium narrows the vessels pass- 
ing through it and it is therefore essential 
that arterial relaxation be preserved. The 
myometrial capacity for stretch is impaired 
by the vaso-constriction and anoxia and 
increased by vascular dilation. This is one 
of the mechanisms by which presacral neu- 
rectomy relieves the pain of dysmenorrhea. 
When the sympathetic nerve fibres are di- 
vided the constricting element of the vascu- 
lar bed is removed and the arteries are dilated 
to provide more adequate blood supply for 
the thick walled myometrium. The same 
effect can be induced temporarily by phar- 
macologic means. 

It is my intent to report here the use of 
Niacin and its vasedilating properties as it 
relates to myometrial spasm, and the clinical 
use of Niacin in the treatment of dysmenor- 
rhea. 


Effect of Niacin on Human 
Uterine Contractions 


The stretch tolerance of seven intact 
human uteri of patients suffering severe 
dysmenorrhea have been studied and com- 
pared with a study on nine patients that 
menstruated without discomfort. 

The uterine contractions pattern is re- 
corded by means of a small plastic balloon 
attached to a ureteral catheter. The balloon 
is passed into the uterine cavity and distended 
with water. Through a closed water system 
this balloon connects with a stress gauge 
which converts mechanical into electrical 
energy. These impulses in turn pass through 
an amplifier and record on a kymograph. 

The patients with a history of dysmenor- 
rhea are able to tolerate distention of the 
balloon up to 1.5 c.c. before complaining of 
severe spasmodic pain. In the non-dysmen- 
orrhic patients the amount of water within 
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the balloon necessary to excite the uterine 
pain exceeds 5.0 c.c. 

Pressure tracings of the uterine contrac- 
tions were recorded at the point where each 
patient complained of pain. Invariably dis- 
ordered dysrhythmic hypertonic contrac- 
tions were recorded as the myometrium was 
placed under stretch by the distending bal- 
loon. 

These experiments were repeated approxi- 
mately one hour following the administra- 
tion of two tablets, each of which contained 
50 mg. of Niacin with caffeine and 300 mg. 
of N-Acetyl-P-Aminophenol. The dys- 
menorrhic group of patients whose tolerance 
for intracavitary stretch was 1.5 c.c. now 
tolerated nearly twice this volume, 2.8 c.c., 
before complaining of pain and before there 
was any obvious change in the uterine con- 
traction pattern. In contrast there was rela- 
tively little change in the accommodation 
of the patients without dysmenorrhea. These 
uteri formerly accommodated 5.0 c.c. of 
intracavitary stretch before pain was experi- 
enced and after administration of this com- 
pound the stretch capacity was about the 
same, 5.2 c.c. 

These experiments would indicate that the 
dysmenorrheic uterus is one which accommo- 
dates poorly to intracavitary stretch and 
that Niacin in combination with N-Acetyl- 
Aminophenol aids and abets myometrial 
accommodation in the dysmenorrheic uterus. 


Clinieal Evaluation of Niacin with 
N-Acetyl-P-Aminophenol 


The purpose of this test was to study sub- 
jective response of approximately one hun- 
dred female industrial workers who were 
given Niacin* tablets for relief of their 
symptoms of dysmenorrhea over three suc- 
cessive menstrual periods. It was an effort 
to determine what each patient thought of 
the medication in terms of relief from symp- 
toms, how it compared to previous drugs 


*Tablets containing Niacin, N-Acetyl-P-Amino- 


phenol and caffeine supplied by the Clark-Cleveland 
Company, Binghamton, N. Y. 
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TABLE IT. 


AGE DISTRIBUTION: 
1 patient 
42 


106 patients started test 


BACKGROUND DATA 


......18 years old 
.. 20-29 years old 
. .30-39 years old 
40-47 years old 


FREQUENCY OF VARIOUS SyMpToMSs, AS MENTIONED TO 
NURSES: 
Per Cent 
Symptom Occurrence 
Cramps 
Headache 
Back pain 
Lassitude.... 
Nausea 
Aching legs......... 
Depression........... 


MARITAL Status: 


10 single 96 married 


TABLE II. RESPONSE TO FIRST 
PERIOD TRIAL 


106 PATENTS PARTICIPATING 


SympromMatic RELIEF: 
Symptoms Symptoms 
Age Disappeared Lessened 
18-29 years 84% 
36-39 years... . 80% 
40-47 years. ... 70% 


Symptoms 
Remained 


Average for 106 
patients. ... 80% 


FREQUENCY OF ‘‘BLUSHING”’: 
Age 
18-29 years... 
30-39 vears.. 
40-47 years... 


Average for 106 patients 


63% of patients took 1 tablet per 
dose ..... 40% of these blushed 
37% of patients took 2 tablets per 


51% of these blushed 


REASONS GIVEN BY 9 PATIENTS FOR DISCONTINUING TEST: 
Failure to relieve symptoms... . 


6 patients 
“‘Blushing”’ disagreeable... . 


3 patients 


TABLE III. RESPONSE TO SECOND 
PERIOD TRIAL 


97 PATIENTS PARTICIPATING 


SyMPTOMATIC RELIEF: 


Symptoms Symptoms Symptoms 
Age Disappeared Lessened Remained 
18-29 years.... 92% 
30-39 years. ... 91% 
40-47 years.... 88% 
Average for 97 
patients. ... 91% 


FREQUENCY OF ‘“‘BLUSHING”’: 
Age 
30-39 years. . 43% 


Average for 97 patients............ 46% 


70% of patients took 1 tablet per 
dose...... 

30° of patient 


41° of these blushed 


.59% of these blushed 


Reasons GIVEN BY 6 PATIENTS FOR DISCONTINUING TEST: 
Failure to relieve symptoms. . 4 patients 
‘“‘Blushing”’ disagreeable. ..2 patients 


TABLE IV. RESPONSE TO THIRD 
PERIOD TRIAL 


91 PATIENTS PARTICIPATING 


SYMPTOMATIC RELIEF: 
Symptoms Symptoms Symptoms 
Age Disappeared Lessened Remained 
18-29 years 
30-39 years 
40-47 years. . 
Average for 91 
patients 
FREQUENCY OF ‘‘BLUSHING”’: 
Age 
18-29 years 
30-39 years 
40-47 vears 
Average for 91 patients 
77% of patients took 1 tablet per 
.36% of these blushed 


43% of these blushed 


Reasons GIVEN BY 5 PATIENTS FOR DIsCONTINUING TEsT: 
Previous medication more effective. 3 patients 
‘‘Blushing”’ disagreeable. .1 patient 
Made sick to stomach 1 patient 


taken, and how the “blushing” side-effect 
might influence opinion. Description of the 
symptoms in each case was recorded as well 
as each patient’s comments concerning the 
medication. 

The patients employed in this test were 
volunteers who had requested, from either 
of the nurses, medication for their menstrual 
complaints. No persuasion was used to re- 
cruit these volunteers and, of course, they 
were free to drop out of the test at any time 
for any reason. 

Over 90 of those participating had re- 
ceived prescription drugs as the medication 
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used previously for relief of their symptoms. 
Most frequently noted were Phenaphen, 
Donnatal, or unknown prescriptions from 
their own physician. Only about 10°, men- 
tioned proprietary products such as Midol, 
aspirin, Empirin, and in a majority of cases 
more than one medication had been taken. 
About 60°. of the patients starting this 
test were over thirty years of age and pre- 
sumably many of them did not have simple 
or primary dysmenorrhea. No effort was 
made to differentiate between the simple 
type and those having organic pelvic disease. 
Tables I through IV follow, show some of 
the background data and the responses of 
the various age groups to the medication. 


Summary 


A tablet containing Niacin 50 mg. and 
N-Acetyl-P-Aminophenol was given to the 
patients in vials containing ten tablets. Ac- 
companying the vial was a direction sheet 
which advised “Take one or two tablets with 
water at first sign of discomfort. After three 
hours, one additional tablet if needed.” Con- 
sequently, the dosage, within limits, was se- 
lected by the individual patient. 

As the test progressed, more patients lim- 
ited the initial dose to one tablet. Significant- 
ly more blushing occurred with two tablets 
than with one. 


The over-all frequency of blushing was 
higher (46% for first two periods) than 
encountered in the Philadelphia test. Age 
seemed to have a small and perhaps insig- 
nificant difference in the frequency of blush- 
ing. 

Complete symptomatic relief was excel- 
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lent; 80‘, over-all on the first trial including 
those in the older age group which because 
of organic difficulties, not primary dys- 
menorrhea, would tend to lower the appar- 
ent effectiveness. 

As the test progressed through the sec- 
ond and third periods, the apparent ef- 
fectiveness increased as those who were 
dissatisfied with the product dropped out 
of the test. However, the factor which is 
important here is that practically all who 
were relieved on the first trial continued 
to obtain relief from the same medication. 
These percentages are so high that they 
should rule out mathematical “freaks”. 
Another thing to remember is that if you 
group the “symptoms disappeared” with the 
“symptoms lessened” column, the percent- 
age of partial or complete relief is over 90. 

The reasons given by those patients who 
discontinued the test were interesting in that 
most said they stopped because they pre- 
ferred their previous medication, but it 
should be noted that a large percentage stop- 
ping the test for this reason also blushed. In 
Table IV—Response to Third Period Trial, 
while only one patient said she was discon- 
tinuing because of the blushing, all five 
blushed. 

Of the 106 patients who started the test 
86 or 81% of this number not only com- 
pleted the three-period trial but were will- 
ing to continue using the tablets on succes- 
sive periods. This figure is very close to the 
83% who said they preferred Niacin tablets 
over previous medication. 
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The Doctor as Novelist 


Men of medicine not infrequently 


find success in other fields, in- 


cluding the world of letters. 


HE PROFESSION OF MEDICINE 

peculiarly fits the physician for the pro- 
fession of letters. His practice constantly 
affords him the opportunity to observe at 
close range a wide miscellany of human char- 
acteristics and the environments which nur- 
tured and sustained each individual. The 
physician and novelist both devote their time 
and energies in an earnest endeavor to un- 
derstand the mysteries of human existence. 
It was Wilkie Collins who said: “The novel- 
ist is concerned with the psychological de- 
tails of personality, emotional states and be- 
havior; the springs of human action must 
be his incessant study, for his business is 
to explore human nature and to chart his 
discoveries.” This is a large part of the 
physician’s life also. 

The profession of medicine has contrib- 
uted a great many very eminent novelists. 
Among the earliest of the notable medical 
men who made names for themselves in the 
field of letters was Francois Rabelais. He was 
born in 1490 on a farm near Chinon and 
baptized at the neighboring village of Senilly. 
Later he received his elementary education 
there at the Benedictine Monastery of St. 
Peter. At a rather early age Rabelais was 
removed from this school and sent as a novice 
to the Franciscan Monastery of La Bau- 
mette. 


Some time about 1510, Rabelais entered 
the Franciscan order and passed through the 
various grades up to that of the priesthood. 
He acquired a vast fund of classical knowl- 
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edge which is so eloquently reflected in his 
works. Rabelais traveled a great deal and 
during his travels he made the best of his 
opportunities. While in Bourges he studied 
law. After completing his legal education, 
he came to Orleans where he found a con- 
vivial company of roystering students whose 
company he found most congenial. Among 
other things he learned the game of tennis 
from them, and within a short time became 
very skilled at this new sport. 

Rabelais could not remain at any place 
for too long a time. He went wandering 
around France until he reached Montpellier 
where he matriculated as a medical student 
on the 17th of September, 1530. Here, as 
in his previous studies, Rabelias proved to be 
a brilliant student. He received his degree 
of doctor of medicine and resumed his wan- 
derings. Arriving at Lyons in 1532, he was 
appointed as a physician to the hospital of 
the Hotel Dieu. Rabelais proved a most 
competent physician and is said have reduced 
the death rate by nearly three per cent dur- 
ing his stay in Lyons. 

Rabelais was contentedly busy both as 
a physician and as a writer during these 
years. In 1532 he published his Pantagruel, 
which gave a fascinating account of the 
birth and childhood of his hero, Prince Pan- 
tagruel, son of Gargantua. The heroic deeds 
of the amazing Pantagruel proved fascinat- 
ing to a great many people, and this novel 
was a huge success. It ran nineteen editions 
in Rabelais’ time. 

Throughout his life, Francois Rabelais 
practiced his three professions: religion, 
medicine and letters. He served all three well. 
He traveled widely, practicing medicine and 
writing prodigiously. Of the last two years 
of his life very little is known. He resigned 
the curacies of Meudon and of Jambet in 
January, 1553. Not long after this he died, 
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trying by jests to cheer the friends weeping 
by his side. 

Rabelais’ stories are notable because they 
are a mixture of mad laughter and mock 
gravity and because they point out the child- 
ishness and grandeur of the commonplace 
and ordinary. Rabelais was the first of the 
great laughter in world literature. He saw 
life in all its sordid details and was not too 
much disturbed by it. He loved humanity 
in spite of its shortcomings and he served 
it long and well. 

Among the most notable medical authors 
in the dawn of modern German literature 
was Frederich von Schiller, who was born 
in 1759, and whose plays The Robbers, Wil- 
liam Tell, Marie Stewart, Maid of Athens 
are among the greatest in German literature. 
He was graduated in medicine, and for sev- 
eral year was a military surgeon. However, 
his success in literature caused him to aban- 
don his medical practice in order to devote 
more time to his novels and dramas. Carlyle 
considered him the greatest writer of the 
18th century. His comedy, Faust, is one 
of the greatest in all literature. 

One of the early great English novelists 
‘was Tobias Smollett. He was not only a 
gifted novelist, with a sharp eye for detail, 
but a physician and surgeon who possessed 
a great knowledge of the medical practice 
of his time. Tobias Smollett was born in 
Dalquhurn, Dumbartonshire, Scotland. The 
exact date of his birth is not known, but he 
was baptized March 19, 1721. He came of 
a well-known and quite wealthy family. 
When Tobias was a small child, his father, 
who had failed to inherit any of the family 
fortune, died, leaving no provision for his 
young widow and three small children; rela- 
tives came to the rescue by providing a 
modest income. Tobias was sent to a good 
school and later to the University of Glas- 
gow, where he began the study of medicine. 

While carrying on his studies at the Uni- 
versity, Smollett was also apprenticed to 
John Gordon, a surgeon. The young student 
obtained a good grounding in medicine and 
surgery, but before he took his degree, the 
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relative who had been supplying funds for 
his studies died and it became plain that To- 
bias would have to depend on his resources 
from that time on. He was then only 18 
years old, but he was a youngster of great 
determination, and he made up his mind 
to seek his fortune in London. 

Tobias had two methods by which he had 
hoped to earn some money. The one on 
which he founded his greatest expectations 
was a tragedy in blank verse called The 
Regicide. \f this failed, he meant to fall 
back on his knowledge of surgery. He show- 
ed his play to all of the leading actors and 
producers, but they were not in the least 
impressed by it. It was amateurish and far 
from being a good play. 

In 1739, the year of Smollet’s arrival in 
London, war broke out between England 
and Spain. Preparations were made to dis- 
patch a naval expedition to the West Indies, 
and Smollett decided to seek a commission 
as surgeon’s mate in the navy. For this it 
was necessary to pass an oral examination 
at Surgeon’s Hall and in his partially auto- 
biographical novel, Roderick Random, pub- 
lished some years later, Smollett gave a caus- 
tic picture of the examination he underwent. 
The members of the Board began to argue 
among themselves and the controversy be- 
came so heated that the young applicant was 
almost forgotten. In the end, he was hastily 
passed, having had little opportunity to dem- 
onstrate either knowledge or ignorance. 

On March 10, 1740, Smollett was granted 
a warrant to serve as a surgeon’s second mate 
and he succeeded in obtaining an appoint- 
ment on H.M.S. Chichester, one of the larg- 
est vessels in the fleet. On October 26th, the 
fleet sailed for Jamaica, where it joined an- 
other squadron; and the combined force 
set out to attack Cartagena, on the Carib- 
bean coast, in what was then known as New 
Spain. This attempt proved unsuccessful 
and the fleet returned to Jamaica. Here 
Smollett was landed with other surgeons to 
aid in looking after the troops ashore. 

In his account of the expedition to Car- 
tegna, Smollett gave an account of the treat- 
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ment given to the injured and the sick after 
the unsuccessful attack on the Spanish set- 
tlement: 

“As for the sick and wounded, they were 
next day sent on board of transports and ves- 
sels called hospital-ships, where they lan- 
guished in want of any necessary comfort 
and accommodation. They were destitute 
of surgeons, nurses, cooks and proper pro- 
visions. They were pent up between decks 
in small vessels, where they had not room to 
sit upright; they wallowed in filth; myriads 
of maggots were hatched in the putrefaction 
of their sores, which had no other dressing 
than that of being washed by themselves 
with their own allowance of brandy; noth- 
ing was heard but groans, lamentations and 
the language of despair invoking death to 
deliver them from their miseries. What 
served to encourage this despondency was 
the prospect of the poor wretches who had 
the strength to look around them; for they 
beheld the naked bodies of their fellow- 
soldiers and comrades floating up and down 
the harbor, affording prey to the carrion 
crows and sharks which tore them to pieces 
without interruption, and contributed by 
their stench to the mortality that prevailed. 
... Every ship of war in the fleet could have 
spared a couple of surgeons for their relief; 
and many young gentlemen of that profes- 
sion solicited their captains in vain for leave 
to go and administer help to the sick and 
wounded.” 

After such an experience, Smollett had 
enough of the navy. On the return of his 
ship to England, he left the service and 
undertook to establish himself in surgical 
practice in London. 

Although Smollett lived for several years 
by his medical practice, this was never large. 
His failure to build up a successful practice 
was evidently due not to lack of ability or 
knowledge, but to the fact that he did not 
know how to handle patients with kindness 
and consideration. He had a violent temper; 
he was extremely blunt in expressing his 
opinions, and this did not make him very 
popular with his patients. 
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In 1747, he was married. His wife who 
had inherited a small fortune, rented a large 
house and the young couple began to enter- 
tain a great deal. It was decided that Smol- 
lett should complete his medical education. 
He took his M.D. in 1750 at Marischal Col- 
lege, Aberdeen. 

Before taking his degree, his first novel 
Roderick Ransom had appeared and had at- 
tracted favorable attention. It was followed 
in 1751 by The Adventures of Peregine 
Pickle, which though inferior to Roderick 
Ransom, was a greater financial success and 
established Smollett’s reputation as a novel- 
ist. In the years that followed, he not only 
continued to publish novels but was active in 
the editing of several magazines, particularly 
the Critical Review, which was quite pop- 
ular. His most profitable venture was a His- 
tory of England, which, though it did not 
win Smollett a lasting reputation as a schol- 
arly historian, appealed to the public taste 
and had a large sale. 

Smollett continued to practice both his 
professions, writing both fiction and non- 
fiction. His last and best novel The Expe- 
dition of Humphrey Clinker, which ap- 
peared in 1769, attracted a great deal of 
favorable notice. It sold well and Smollett 
was very happy. On September 17, 1771, 
Smollett died, at the early age of 50. 

In Smollett’s day he ranked as a novelist 
with his contemporaries, Samuel Richardson 
and Henry Fielding. His novels have exerted 
a wide influence, and have earned him the 
right to be regarded as one of the chief fore- 
runners of the modern realistic school of 
fiction. 

Another doctor-novelist of that time was 
Charles Lever whose novels were as popular 
in their day as those of Dickens and Thack- 
eray. Charles Lever was born in Dublin 
in 1860, the son of James Lever, a successful 
building contractor. Charles, as a school boy 
was noted for his popularity and his leader- 
ship in sports and pranks. He was also quite 
adept at fencing and dancing. He was never 
very studious, and even when he entered ° 
Trinity College, Dublin University, he was 
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neglectful in his work, and it took him five 
years instead of four to earn his B.A. 

At 21, after his graduation, Charles, 
though he planned to study medicine, felt 
that he was not yet ready to settle down 
to serious study. He wanted to see something 
of the world first. He sailed for Canada 
abroad a ship owned by the father of two 
of his friends. He traveled widely through- 
out the unsettled parts of Canada and had 
many adventures among the Indians. He 
was adopted into a tribe of Indians and for 
some time shared their primitive existence. 

Upon his return to Europe, he studied 
medicine at the Universities of Heidelberg 
and Vienna and completed his studies at 
Trinity College from which he received his 
medical degree in 1831. Not long thereafter, 
Ireland was plagued by a devastating epi- 
demic of cholera and physicians were ur- 
gently needed for the remote country dis- 
tricts. Lever offered his services and was 
sent to County Clare in the west of Ireland. 
The totally inexperienced doctor made a 
good record and on his return to Dublin four 
months later, he was offered a permanent 
post as dispensary doctor at Port Stewart, 
a small but pleasant watering place. The 
salary was rather small but he received an 
additional appointment in a_ neighboring 
town. He built up a private practice and 
in this way he felt that he could support 
a wife. He married Kate Baker, a petite 
pretty girl. She shared his taste for a lively 
social life and though she made no preten- 
sions to special intellectual accomplishments, 
when he began to write for publication, she 
proved herself an excellent critic of his work. 
Throughout his life, he read to her every- 
thing he wrote and usually followed her 
suggestions in making revisions. 

Lever had always been a gifted raconteur 
and while still in college had tried his hand 
at writing stories. Before leaving Ireland, he 
had contributed articles to the leading Irish 
literary periodicals, the Dublin University 
Magazine, and had begun writing for it a 
serial called The Confessions of Harry Lor- 
requer. 
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As soon as Harry Lorrequer was finished, 
Lever began work on another novel of the 
same type, Charles O’Malley. When his sec- 
ond novel proved a success, even surpassing 
in popular demand the current works of 
Dickens, he felt that he was now a real 
novelist and he gave up his medical practice 
to devote all his time to writing. He also 
received an offer to assume the editorship 
of the Dublin University Magazine at a good 
salary. 

Thereafter Lever wrote daily producing 
a series of novels which attained great pop- 
ularity. Some of his novels dealt with social 
problems. The Knight of Gwynne and The 
Martins of Cro’Martin dealt with the social 
and political problems of his native land. 
The Martins of Cro’Martin describes the ef- 
forts on the part of a lady of the Irish landed 
gentry to bring about practical reforms for 
the benefit of the peasantry, while The 
Knight of Gwynne, portrays the ideal pa- 
triotic Irish gentleman of that day. Charles 
Lever died June 1, 1872, in his sleep. He 
was one of the leading novelists of his day. 

Another popular novel was Rab And His 
Friends. It was written by Dr. John Brown, 
for many years a practicing physician in 
Edinburgh. John Brown was born Septem- 
ber 22, 1810, in the village of Biggar, La- 
narkshire, Scotland. When he was six years 
old, he lost his mother. His father, a min- 
ister, though kindly and affectionate, was by 
nature silent, reserved and wholly absorbed 
in his work, and much depressed by the loss 
of his wife. A distant cousin and lifelong 
friend thought the atmosphere in which the 
boy and his brother and two sisters spent 
their childhood was altogether too solemn 
and joyless. When John was 12 years old, 
however, his father was called to a church 
in Edinburgh and there the boy made many 
friends in school and had a happy and normal 
youth. He impressed his friends in Edin- 
burg High School as “frank, good-humored, 
a little odd, a curious mixture of simplicity 
and sense, companionable”, but “giving little 
indication of what he afterwards became”. 

On graduating from high school, he en- 
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tered Edinburgh University and after oniv 
a few months of the arts course enrolled 
as a medical student. The apprenticeship sys- 
tem of medical instruction still prevailed in 
Scotland; and concurrently with his medical 
course at the University, Brown was appren- 
ticed to James Syme, who was later to become 
one of the leading surgeons of his time. John 
Brown in later years wrote: “Perhaps I was 
too near Mr. Syme to see and measure him 
accurately, but he remains in my mind as 
one of the best and ablest and most benef- 
icent of men. He was my master; my ap- 
prenticeship fee bought him his first carriage 
—a gig, and I got the first ride in it, and 
he was my friend. He was, I believe, the 
greatest surgeon Scotland ever produced; 
and I can not conceive of a greater, hardly 
as great a clinical teacher.” 

Before taking his degree, John, on the 
recommendation of Syme, accepted a tem- 
porary post as a physician in Chatham, on 
the southeast coast of England, where he 
spent a busy but pleasant and interesting 
year. Before returning home he was sub- 
jected to a trying ordeal by a cholera epi- 
demic which taxed the physicians of the 
town to the utmost. The young assistant 
distinguished himself by his devoted care 
to these cholera patients. 

In 1833 John Brown obtained his doctor’s 
degree and at once began to practice in 
Edinburgh, a city which he loved from his 
first acquaintance with it and which he never 
afterwards left except for brief periods of 
travel. In his medical practice he acquired 
a reputation for close and accurate observa- 
tion of symptems, conscientious attention to 
his patients and skill and good judgment in 
treatment. 

In 1840, at the age of 29, he married 
Catherine McKay. Unlike her husband, she 
was not a universal favorite in society, for 
she was one of those extremely honest and 
candid people who do not hesitate to show 
personal dislikes. But it is worth noting that 
her husband’s most interesting and intellec- 
tual friends usually liked and admired her. 
Her husband’s devotion to her never wavered 
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during the twenty-four years of their mar- 
ried life. 

Dr. Brown’s literary career began almost 
by chance a few years after his marriage. 
Occasional letters and paragraphs from his 
pen had appeared in a popular Edinburgh 
newspaper, the Scofsman, and like every- 
thing else he wrote, they bore the impress 
of his personality. One morning, to his great 
surprise, he received a letter from the editor 
of a rival paper, the Witness, asking him to 
write some articles on a current art exhibi- 
tion and enclosing one hundred dollars in 
payment. Dr. Brown had always had a keen 
interest in art and the quick careless sketches 
with which he often adorned his letters show 
that he possessed a certain artistic gift him- 
self; but he felt a great deal of hesitation at 
undertaking professional art criticism. His 
wife, however, succeeded in convincing him 
that he was thoroughly capable of writing 
the articles. They proved to be the first of 
a long series of papers on a variety of sub- 
jects which appeared in various periodicals 
and which were reissued in book form under 
the title of Spare Hours. 

Dr. Brown’s most popular story, Rab And 
His Friends, made its initial appearance in 
print in the first volume of Horae Sub- 
secivae, published separately in 1858. It was 
reprinted by itself many times. In a preface 
to the first separate edition, Dr. Brown tells 
how he came to write it. An uncle of his, 
the Rev. Dr. Smith of Biggar asked him to 
give a lecture before the Biggar Athenaeum. 
Dr. Brown had never lectured before and 
knew that he had no gift for public speak- 
ing. However, his uncle insisted and, be- 
sides, he himself had a strong desire to say 
something to these people among whom he 
had spent his childhood, if only he could 
think of the right thing to say to them. 
Searching his mind for a suitable topic, he 
remembered an incident which occurred 
when he was a medical student and clerk at 
the small surgical hospital which Syme, his 
instructor and friend, had founded. He had 
often thought of it since. “Indeed it came 
to me at intervals, almost painfully”, he says, 
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“tas if demanding to be told”, yet when he at 
last tried to write it the words would not 
come. Then one night, after a happy eve- 
ning with congenial friends, he sat down in 
his study about midnight, and when he rose 
from his chair at four in the morning the 
story was written. 

The central incident is a vivid but re- 
strained account of a major surgical opera- 
tion performed before the advent of either 
anesthesia or asepsis. The audience which first 
heard the story did not respond well, owing 
to the poor style of Dr. Brown’s delivery. 
It was not until Rab And His Friends ap- 
peared in book form that he himself had 
any idea of its wide potential appeal. 

Perhaps the most popular of Dr. Brown’s 
writings next to his Rab, was Marjorie Flem- 


Periodic Inventory 


Medicine cabinets should be cleaned out 
regularly to prevent the dangerous accu- 
mulation of old medicines. 

A periodic inventory and a good bonfire 
are advisable, according to the December 
17th Journal of the American Medical Asso- 
ciation. 

A Journal editorial stressed the danger of 
drug-faddism and self-medication tied to 
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ing, a tender and amusing biographic sketch 
of a gifted child. Another favorite was the 
essay entitled Letter to John Cairns, D.D. 
which was really a memoire of Dr. Brown’s 
dead father. The appeal of Dr. Brown’s writ- 
ings lies largely in their revelation of his own 
personality and in a characteristic blending 
of gentle humor with the serious or the 
pathetic. 


Dr. Brown continued his medical work 
and writing almost to his death. The end 
came rather suddenly in his 71st year. Early 
in May 1882, he caught cold, pneumonia 
and pleurisy developed, and on May 11th, 
he died. 


1049 East 18th Street 
Brooklyn, New York 


for Medicine Cabinet 


over-the-counter purchases and the lending 
of medicine among neighbors and friends. 
It criticized the practice of saving prescrip- 
tions even though salves have leaked through 
their cartons, sedatives have become a bit 
mixed up, and labels have dimmed with age. 

“Proper medicines tip the scales in illness, 
and they should be obtained professionally 
and used according to directions.” 
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Mental Health .... 


Recent State Mental Hospital Population 
Trends 


THE OLp HiGcH Point 


On June 30, 1955, there were 11,303 pa- 
tients in Virginia’s State Mental Hospitals. 
This caused a great deal of concern to the 
Department of Mental Hygiene and Hos- 
pitals because it was an “‘all time high”. The 
ratio of patients in hospitals to the general 
population at that time was 316 for each 
100,000 persons. 

The number of admissions had also reach- 
ed a high point in 1955. There were 3,829 
of which 2,276 were first admissions, and 
1,510 readmissions. The “first admissions 
rate” was 64 per 100,000 of general popula- 
tion. 


A BREAKTHROUGH? 


Then for two years the patient load drop- 
ped. As of June 30, 1957, there were only 
11,020 patients resident in the four hospitals. 
This despite the fact that the admissions 
had increased in the two year period. (Thirty 
patients for 1956 over 1955 and 304 patients 
in 1957 over 1956.) This decrease in hos- 
pital populations despite increased admis- 
sions caused hasty and unwarranted opti- 
mism leading to predictions that with new 
drugs, mental illness was possibly on the 
decline. 

In 1958 to dispel the optimism the increase 
in hospital population was small but the 
increase in admissions jumped to 551 more 
than 1957 (4,714 admissions). More than 
half of the increase was in readmissions. 
Again, in 1959 the hospital population in- 


Lantz, Epna M., Statistician, Department of Men- 
tal Hygiene & Hospitals, Richmond, Virginia. 

Approved for publication by Commissioner, De- 
partment of Mental Hygiene & Hospitals. 


Note: This does not include population or admis- 
sions to the training schools for mentally deficient. 
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creased slightly over 1958. However, a re- 
verse trend in admissions occurred. There 
were 177 less than the previous year. 


Number of Resident Patients in Virginia's Four 
Mental Hospitals for Fiscal Years 1955 - 1960, 


11,000 
4 


10,000 


Patients 


Topay—A New HicH Point 


A decided trend of increase occurred in 
1960 both in hospital population and admis- 
sions. The hospital population was 11,335 
(an increase of 237 over 1959). The admis- 
sions were 4,848 (an increase of 311 over 
the previous year with most of the increase 
being in readmissions) . 

The ratio of patients in hospitals to the 
general population on June 30, 1960, was 
290 over 100,000, less than the rate in 1955 
but the first admissions had a rate of 69 
which is an increase over 1955. 

The general population in Virginia in- 
creased 17.6% in the decade 1950 to 1960 
and about 9% from the estimated popula- 
tion of 1955 to 1960. 

Hospital population increased only 0.3% 
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from 1955 to 1960, however, first admis- 
sions increased from 2,276 to 2,688 or 18%, 
a higher rate than general population in- 
creases. 


The trend of increase continues. As of 


September 30, 1960, there were 11,433 pa- 
tients in hospitals, an increase of 98 in a 
three month period. There have been 125 
more patients admitted since July 1, 1960, 
than the same period last year. 


Traffic 


A beachhead has been established in the 
battle against trafic accidents—a scientific 
study to determine if reckless driving is a 
disease. 

The study to determine whether there is 
some correlation between physical short- 
comings and driving performance was de- 
scribed in an article in the December Today’s 
Health, published by the American Medical 
Association. 

“Nothing of such scope has ever been 
attempted before. The criteria established 
by such research may some day prove to be 
a sort of ‘vaccine’ against reckless driving. 

“This will be the first big step toward 
further refinements of all physical criteria 
for determining qualification for a driver’s 
license. Such criteria would be needed by 
state motor vehicle authorities to invoke 
sterner control measures and, if challenged, 
to produce scientifically valid proof that 
would stand up in court.” 

From 20,000 to 25,000 Connecticut mo- 
torists will undergo a voluntary screening in 
a specially built six-room mobile clinic to 
determine if there is a relationship between 
their physical, physiological, or psychological 
conditions and their driving records, with 
the emphasis on physical factors. Each will 
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CONCLUSION 


It is apparent that mental illness is still 
with us. Though the total hospital popula- 
tion increase has been slight, the increase of 
first admissions and readmissions has been 
tremendous. Only an acceleration of the 
treatment program has made it possible to 
“hold the line”. Even so, as of the moment 
we are losing ground. 


Accidents 


be tested for hearing and vision deficiencies, 
diabetes, anemia, and heart and lung pa- 
thology. 

Later, depending on the findings of the 
initial studies and the availability of appro- 
priations, the investigation will be extended 
to physiological factors, such as the effect 
of drugs on drivers, and psychological fac- 
tors, such as the effect of drivers’ emotional 
attitudes on their driving. 

The U.S. Public Health Service is con- 
ducting the experiment in the field which 
probably will take 18 months. The follow- 
up task of keeping tabs on the records of the 
drivers who have been examined will be done 
by the State Motor Vehicle Department and 
will take at least five years. 

Gov. Abraham Ribicoff of Connecticut 
told Today’s Health that the study “is ex- 
citing to health authorities because, for the 
first time, it gives them an opportunity to 
determine whether methods they have used 
successfully against various diseases will work 
against the plague we know as the traffic 
accident; it is equally exciting to all who are 
interested in highway safety because of the 
lifesaving promise it holds.” 

The article was written by Ernest L. 
Barcella. 
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Pre-Paid Medical Care.... 


Our Fighting Chance 


GEORGE COOPER, Jr., M.D. 
Charlottesville, Virginia 


The future .of the physician-directed, 
non-profit Medical Service Associations— 
Blue Shield Plans—of the country depended 
a great deal upon the results of the recent 
Presidential election. Had the people voted 
strongly for the platform of the national 
Democratic party; that is, for rapid develop- 
ment of a welfare state (which would, of 
course, include medical care provided by 
taxation), these Associations would have 
been at least temporarily eclipsed and possi- 
bly would have been headed for permanent 
dissolution. Fortunately, however, the 50-50 
division between socialists and individualists 
which apparently exists in the United States, 
as reflected by the election results, indicates 
that there is still a fighting chance to preserve 
the basis of medical practice as we know 
it, the freedom to choose one’s physician and 
his reimbursement by a fee for service ren- 
dered. 

While there is still time, the medical pro- 
fession must speedily re-evaluate its safe- 
guards against government encroachment in 
the light of today’s popular and political 
thinking about medical care. And the pro- 
fession must speedily strengthen those safe- 
guards which are proving effective. 

The starting point is recognition of the 
changed concept of the place of medical 
service in the American way of life. There 
was a time when medical service, like a 
college education, was regarded as a com- 
modity to be purchased by those who could 
afford it, omitted by those who could not. 
And though generous physicians did a great 
deal of charity work, much needed medical 
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service was not obtained. Today, however, 
complete medical service is considered a righ/ 
of every citizen—to be supplied by the com- 
munity when the individual cannot afford 
it. Medical service is now regarded as a 
public service, like schools and police pro- 
tection, to which everyone in society is en- 
titled regardless of his personal ability to 
pay. 

When recognizing this modern, public 
service concept of medical care, the profes- 
sion must be keenly aware of the fact that 
a public service need must be met—or gov- 
ernment steps in. For a good many years the 
vast majority of our fellow citizens have 
been convinced that this public service con- 
cept is indeed valid but, so far, they have 
not found a way to convert the concept to 
a reality. In order to do so, a growing num- 
ber of citizens have become impatient 
enough to be willing to exchange the present 
system of medical practice for universal 
medical care paid for by government out of 
tax funds. For reasons familiar to us all, 
organized medicine and—happily—a few of 
our political leaders oppose the change on 
the grounds, not that the objective should 
not be reached, but that it can be reached 
without federal medicine. 

The effort by organized medicine to fur- 
nish all of our citizens their right to com- 
plete medical care has been concentrated in 
the physician-directed Blue Shield Plans, 
which offer as broad coverage as possible on 
a voluntary, non-profit basis to all who can 
be covered from an actuarial standpoint. 
Over the nation, this covers many thousands 
whom the commercial companies turn down 
as poor risks, and many other thousands who 
cannot afford the commercial carriers’ rates. 
Blue Shield coverage, in terms both of serv- 
ices paid for and of people enrolled, is being 
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broadened as rapidly as its economic and 
actuarial aspects permit. 

The objective of organized medicine, 
then, is to prove through Blue Shield that 
voluntary prepayment to a non-profit or- 
ganization—which does not disturb the pa- 
tient-physician relationship nor the fee for 
service principle—can finance medical needs 
on so broad a scale that government medicine 
is not necessary. This is the most important 
task facing medicine today. Every citizen 


who has a sense of responsibility to his pro- 
fession and understands the purpose of Blue 
Shield will join in the effort by becoming a 
Participating Physician in his local Blue 
Shield Plan. The House of Delegates of the 
A.M.A. in Dallas in December, 1959, and 
again in Atlantic City in June, 1960, re- 
iterated its support of Blue Shield. ““To serve 
the public best, Blue Shield Plans need and 
deserve the support of physicians and Med- 
ical Societies.” 


Treating Mentally Ill 


The next 10 years will see a “drastic de- 
parture” from the traditional large hospital 
for treating the mentally ill and a trend 
toward more community services. 

This was predicted by Dr. Mathew Ross, 
Washington, D.C., medical director of the 
American Psychiatric Association, in the 
November Archives of General Psychiatry, 
published by the American Medical Asso- 
ciation. 

Dr. Ross said psychiatrists have begun to 
doubt the potential of the large public hos- 
pital as a treatment center. 

There has been increased concern express- 
ed about the size of such hospitals. Whereas 
in the past the 1,500-bed hospital was con- 
sidered optimal, that figure has now been 
pared down to 500 and many think 200 
would be preferable. 

“If we are to build any new hospitals, it is 
ventured, they should be small regional hos- 
pitals located in areas where the patient 
lives.” 

Although the mental hospital will con- 
tinue to play an important role for many 
years, a new approach to‘mental illness in 
the community will blossom in the next 
decade. The new approach focuses on alter- 
natives to the large mental hospital or modi- 
fications of it and entails a dispersion of 
psychiatry into the community. 


“Our pleas now are for open hospitals, day 
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hospitals, night hospitals, half-way houses, 
sheltered workshops, after-care programs, 
outpatient departments, clinics, and com- 
munity mental health centers.” We believe 
that no community general hospietal of any 
size should be considered truly “general” 
unless it cares for psychiatric as well as 
other patients. We also maintain that a pub- 
lic mental hospital cannot do its job unless 
it is integrated into a network of community 
facilities. 

Our philosophy of treatment also is chang- 
ing, Dr. Ross continued. Although some 
patients still remain beyond the reach of 
known therapies, “our sights have been 
raised.” 

A decade ago, psychiatrists were reluctant 
to suggest that perhaps 60 per cent of pa- 
tients would recover in a mental hospital 
providing they could be given active treat- 
ment. But now it is not at all uncommon 
to hear it said that 80 to 90 per cent of such 
patients can be helped providing community 
support is established. 

“Even within our hospitals there is a fresh 
air of optimism about making more useful 
citizens of the chronic patients, either within 
the hospital or in a protected setting outside. 
We are, or so it seems to me, moving rapidly 
towards a philosophy of total treatment for 
all rather than intensive treatment for some 
—a limited few, all too often.” 
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Public Health.... 


Phenylketonuria, a Cause of Mental 
Deficiency 


Phenylketonuria was first described more 
than twenty-five years ago by Folling, a 
Norwegian biochemist. He examined re- 
tarded children who had light blonde hair, 
blue eyes, and a peculiar body odor. The 
urine had the same odor and turned green 
when a drop of ferric chloride was added. 
The abnormal substance which gave rise to 
both the odor and the green color was 
phenylpyruvic acid, a phenylketone. 

Since Folling’s discovery the nature of the 
inborn metabolic error has been determined; 
children having phenylketonuria cannot use 
a common protein food product, phenylal- 
anine. Normally, this is converted to tyro- 
sin by the addition of a single -OH group 
and tyrosin, in turn, is converted to melanin, 
the body pigment. In phenylketonuria the 
enzyme phenylalanine hydroxylase is absent 
or inactive and phenylalanine, not being 
converted into tyrosin, accumulates in the 
blood to reach levels 20 to 30 times normal. 
In normal persons the blood level is always 
rather low, between 1 and 3 mgm. percent. 
Blocked from being transformed into its 
usual products, phenylalanine rises to high 
levels, between 20 and 60 mgm. percent. 
Since melanin is not formed, the child is not 
pigmented as normal members of the fam- 
ily and has light blonde hair and blue eyes. 
The skin is delicate and easily damaged. Ec- 
zema and skin irritation are frequently pres- 
ent. Convulsions may occur and mental 
deficiency develops. 

Phenylalanine is not the only amino acid 
whose metabolism is disturbed in phenylke- 
tonuria; tryptophan is not broken down 
properly to serotonin. Serotonin is an im- 
portant chemical constituent of the central 
nervous system. 
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A small but significant number of infants, 
estimated at one in every 20,000 births, are 
born unable to metabolize properly the 
amino acid phenylalanine. Phenylketonuria 
has been found in all races and in every eco- 
nomic stratum. It has been seen less fre- 
quently, however, in people of Jewish and 
of Negro ancestries. 

Phenylketonuria is transmitted by inherit- 
ance of an autosomal recessive gene. The 
existence of these genes may not be apparent 
in the parents. When only one parent carries 
a recessive gene the offspring shows no ill 
effects. However, if two carriers of such a 
gene marry, some of their children may in- 
herit one abnormal gene of the same type 
from each parent and will develop the ab- 
normality, in this case phenylketonuria. This 
follows the Mendelian law, which means 
that 25% of the children from all marriages 
between carriers will develop phenylketo- 
nuria. The other children will not show 
symptoms of this metabolic abnormality 
since only one gene, at the most, will be 
present. Some couples may have one or two 
children with phenylketonuria before they 
have a normal child. Others may be lucky 
and never have a child with phenylketonuria. 

The phenylketonuric newborn gives no 
evidence of the condition at birth and there 
is no physical impairment that points to 
future trouble during the time the infant is 
in the hospital newborn nursery. After two 
to six weeks the phenylalanine level rises in 
the blood until it “spills over” and the baby 
begins to excrete phenylpyruvic acid. The 
urine then has a musty odor which may call 
attention to the disorder. As the condition 
progresses, the brain development is arrested 
and severe mental deficiency results unless 
diagnosis is made and treatment is instituted. 
When the metabolic defect was identified, 
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it was first concluded that phenylalanine or 
its abnormal metabolites were toxic to the 
brain. This does not appear to be correct 
for there is no correlation between the sever- 
ity of the metabolic and the mental defi- 
ciencies. It is estimated that between one- 
half and one percent of all institutionalized 
mental defectives have had phenylketonuria. 

The disease can be detected in early life 
before mental retardation is evident. This 
is done by a urine test and the diagnosis is 
confirmed by a blood test. Electroencephal- 
ographic abnormalities are found in about 
80% of phenylketonurics, whether or not 
they suffer from convulsions. 

A number of simple tests are used to rec- 
ognize phenylketonuric acid in the urine: 


1) A solution of ferric chloride may be 
dropped into a urine sample or on a 
wet diaper. If a dark green or a green- 
brown color results, it suggests the 
presence of phenylpyruvic acid. The 
color should be read immediately as it 
fades on standing. 

A paperstick impregnated with ferric 
chloride and glacial acetic acid offers 
a convenient method of testing. These 
papersticks may be purchased com- 
mercially. When the chemically treat- 
ed portion of the stick comes in con- 
tact with phenylketonuric urine, a 
green, gray, or dark blue color results 
within 60 seconds. Excessive amounts 
of bilirubin in the urine may result 
in a false positive reaction. 

Mothers of newborn infants may be 
given several pieces of absorbent filter 
paper with instructions to place the 
paper in their baby’s diaper to become 
wet. The paper is taken out, dried, 
and mailed in for testing. 


These tests may be followed by determina- 
tion of serum phenylalanine levels to confirm 
the presence of the metabolic abnormality. 
A large excess of phenylalanine in the blood 


is final proof that the child has phenylke- 
tonuria. 
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It is important that all physicians and 
clinics screen perfectly well infants between 
the ages of two and six weeks or at the time 
of their visit when they are seen for the first 
time after reaching six weeks of age. The 
amount of help that can be given to a child 
with phenylketonuria depends on how early 
the condition is discovered. There is evi- 
dence that if the diagnosis is made in the 
first few months of life, normal mentality 
can be preserved. If diagnosis is delayed 
beyond the first year of life, treatment can 
have a modifying effect but will not restore 
the child to normal. 

The specific treatment for phenylketo- 
nuria is a special diet which has most of the 
phenylalanine removed. Various salts, vita- 
mins, and carbohydrates are then added to 
supply a synthetic food that will promote 
a normal rate of growth. These low-phenyl- 
alanine preparations are available commer- 
cially. The aim of the treatment is not to 
eliminate phenylalanine from the diet, some 
is needed and too low an intake will result 
in poor growth. The additional amount 
needed for normal growth can be provided 
with low protein foods such as vegetables, 
fruits, and cereals. It is not known how long 
such a diet is necessary but there is accu- 
mulating evidence that a normal or more 
nearly normal diet may be resumed at school 
age. 

Although special diets will not correct 
mental deficiency that has developed after 
the child is past two, or possibly three years 
of age, there are certain drugs that may help 
to make him more manageable and allow 
him to make better use of his abilities. The 
earlier an infant is diagnosed and treated, 
the better the chances for normal develop- 
ment. 

Since mental retardation or deficiency 
from phenylketonuria is preventable, it be- 
comes a public health problem to assist in 
early diagnosis. The Bureau of Maternal and 
Child Health of the State Department of 
Health has recognized this obligation to 
bring about early diagnosis and prevention 
of this form of mental deficiency through 
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early treatment. In the summer of 1960, 
physicians from this bureau of the Virginia 
Department of Public Health visited all 
local health departments which cooperate 
with the bureau and instructed the local 
directors of health in the methods of iden- 
tification of phenylketonuria and the type 
of diet that must be given these patients. 
In all of the local health departments of 
Virginia tests for phenylketonuria are made 
on the urines of apparently well infants be- 
ing seen for the first time. As might be ex- 
pected from the incidence of this metabolic 
disorder, the number of cases found is small 
but the abnormality has been detected in a 
few who would not have been diagnosed 
until symptoms of mental retardation had 
developed. 

It must be repeated over and over again 
that all physicians who have infants and 
young children among their patients have 
the obligation and duty to make the simple 
test for phenylketonuria. Through early 
correction of this metabolic defect, many 


The use of complete formula diets is not 
a medically sound means of reducing weight, 
according to an official of the American 
Medical Association. 

Philip L. White, Sc.D., secretary of the 
A.M.A.’s Council on Foods and Nutrition, 
said, “Selecting a variety of foods and con- 
trolling calorie intake to maintain the most 
desirable weight is the only long-term tech- 
nique that has sound medical judgment be- 
hind it.” 

The better-grade formula diets “seems to 
be nutritionally complete with the exception 
of caloric content.” Most of the products 
are designed to supply 900 calories daily. 

However, “no weight-reduction program 
should be undertaken by any individual who 
is grossly overweight unless the program is 


Formula 


individuals can be spared lives of mental de- 
ficiency; their families can be spared the 
heartaches resulting from failure to give 
such care; and the State (and, therefore, 
you) can be spared the financial burden of 
the custody and care of mental cases which 
need not develop but which, when allowed 
to develop, bring about the loss of valuable 
and productive citizens. 


MONTHLY REPORT OF BUREAU OF COMMUNICABLE DISEASES 
Jan.- Jan.- 


Nov. Nov. Nov. Nov. 
1960 1959 1960 1959 


Brucellosis _- 0 1 33 27 
Dipntieria 1 38 11 
Hepatitis (Infectious) ea, 47 763 461 
Measles ___ 205 150 6629 14,720 
Meningococcal Infections 4 8 54 78 
Aseptic Meningitis 2 42 
Poliomyelitis -_--_____- 13 21 46 284 
Rabies (In animals) ___- 12 10 202 162 
Rocky Mt. Spotted Fever _- 2 1 39 38 
Streptococcal Infections 365 475 5536 7921 
Tularemia —_-__-_- ; 2 2 33 18 
Typhoid 1 1 22 25 


Diets 


carried out under medical supervision.” Only 
the physician is properly equipped to judge 
whether an overweight person should in fact 
reduce. 

“The short-term use of the 900-calorie 
formulas will not harm the individual who 
is just a teeny bit overweight. However, such 
persons will achieve more satisfactory long- 
term results when they develop and maintain 
good eating habits—then weight mainte- 
nance will no longer be a problem.” 

Dr. White said he did not believe that 
“any crash diet program has a respectable 
place in good family nutrition.” 

His comments are contained in the No- 
vember issue of the A.M.A. magazine. To- 
day’s Health. 
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Cancer Trends.... 


Cytology in Virginia 


There are now three approved Schools of 
Cytotechnology in the State of Virginia. 
These are located in Norfolk, Charlottes- 
ville and Richmond, at De Paul Hospital, 
the University of Virginia and the Medical 
College of Virginia, respectively. 

The establishment of these schools is a 
landmark in progress in the field of cytology 
in Virginia. It is now possible to foresee the 
elimination of the critical shortages of 
trained personnel necessary to screen Papa- 
nicolaou smears for the early diagnosis of 
cancer. Individuals desiring a career in cyto- 
technology may apply to these schools for 
training rather than be sent out of State to 
accredited schools. 

With the institution of a Community 
Cancer Demonstration Project Grant, the 
training of cytotechnicians is now made par- 
ticularly attractive to aspiring applicants. 


Through the aid of the Public Health Service 


SAUL KAY, M.D. 


from Washington, D. C., Federal monies 
have been made available to support the 
entire teaching program. Technicians chosen 
for this training spend a minimum of six 
months in approved schools and receive a 
stipend of $225.00 per month. At the end 
of this period, and after passing a practical 
and written examination, they are eligible 
to receive a certificate in cytology. 

Prerequisites for entrance into the cy- 
tology schools consist of a minimum of two 
years of college work which must comprise 
at least 12 semester hours of biology. This 
may include general biology, bacteriology, 
anatomy, histology, embryology, physiology 
or zoology. 

Individuals desiring careers in cytotech- 
nology should apply to the pathologists in 
charge of the above-mentioned Virginia 
schools. Assistance in planning for this train- 
ing may also well be obtained from the 
American Cancer Society and the Virginia 
Council on Health and Medical Care. 


Fluid Replacement for Burn Victims 


A simplified method of replacing fluids 
lost by persons who suffer extensive burns 
has been tested successfully, according to 
an article in the November 19th Journal 
of the American Medical Association. 

Drs. J. Frederick Eagle, Jr., New York 
City, and Worthington G. Schenck Jr. and 
Walton Shim, Buffalo, N.Y., said a single 
formula providing for replacement of water, 
protein, and electrolytes had proved success- 
ful when given intravenously during the first 
48 hours after the burn was suffered. 

These three substances and red blood cells 


usually are administered in four different 
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solutions one after the other. The authors 
found whole blood rarely has been necessary 
during the first 48 hours. The combined 
solution has been used exclusively for fluid 
replacement in all burned patients admitted 
to Meyer Memorial Hospital, Buffalo, for the 
past six years and at St. Luke’s Hospital, 
New York, for the past four years. 
Experience with 28 patients with burns of 
15 per cent or more of the body indicates 
that the combined formula does not influ- 
ence over-all mortality, but apparently does 
reduce deaths during the first 48 hours. 


Wy 
4 
i 
. 
. 
; 


Miscellaneous .... 


Medical Care for Older People 


The following is a copy of a letter recently 
sent Senator Harry F. Byrd: 


The Honorable Harry F. Byrd 
Senate Office Building 
Washington, D. C. 


Dear Senator Byrd: 


The Sleepy Hollow Medical Society has 
given long and earnest consideration to the 
various programs sponsored by the Congress 
of the United States for the relief of elderly 
people so far as their medical expenses are 
concerned. The tendency, in general, is to 
suggest that doctors either reduce or com- 
pletely eliminate their fees to people past 
sixty-five years of age. 

This Society has given a considerable 
amount of thought to the problem and is of 
the opinion that there is undeniable merit 
in the idea of remission of all medical fees 
for elderly people. The Society has voted 
unanimously to eliminate all charges to peo- 
ple sixty-five years of age and older regard- 
less of the economic circumstances or finan- 
cial reserves. 

In return for this generous offer, we would 
like to call the attention of the American 
public to certain other facilities that should 
be made available to this group of older citi- 
zens in exactly the same manner. It is a 
well known fact that after we have seen 
these people they will have prescriptions 
which will require a trip to the drug store 
for medicine. In order to conform to the 
plan which we promulgate, it would be only 
proper and fitting that the druggist fill these 
prescriptions and deliver to these older peo- 
ple their medications without any charge, 
because of their advanced years. 

One of the most common ailments, among 
older people, is directly referable to the teeth. 
Many older people have already had most 
of their teeth extracted or at least have many 
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carious teeth that are in need of restoration 
or extraction. In following the plan which 
is outlined by the Sleepy Hollow Medical So- 
ciety, the dentists would be happy to furnish, 
without charge, all services and the necessary 
materials for the extraction, restoration or 
replacement of natural teeth. 


Almost all people who have reached the 
age of sixty-five have developed certain idio- 
syncrasies or appetites for foods of various 
kinds. The medical profession discovered 
many years ago that a well rounded diet was 
very essential for the proper nourishment of 
the body and for the attainment of advanced 
years with relatively good health. This So- 
ciety is of the opinion that food is essential 
to the well being—-in fact to the very ex- 
istence—of people past sixty-five years of 
age. Therefore, in line with the program 
offered by this Society, there would be no 
charge at the various food and variety stores 
for the necessary purchase of items selected 
by these elderly people for their own con- 
sumption. 

In a temperate climate, clothes are just 
as essential as food for the well being of peo- 
ple in general and especially for elderly peo- 
ple, who may be somewhat debilitated by 
their advanced years. Clothes wear out just 
as frequently and just as thoroughly for 
people past sixty-five as for those under 
sixty-five. These older people will find them- 
selves in need of new clothes to properly cov- 
er their nakedness and make them acceptable 
as fellow members of society. Therefore, in 
line with the program promulgated by this 
Society, these older people would have the 
privilege of selecting whatever garments 
they might fancy, in order to properly clothe 
and adorn themselves, at any store they 
might select, whether department store, 
haberdashery or specialty shop. There, of 
course, would be no charge for these articles, 
since these people are past sixty-five and are 
assumed to be wards of the people of the 
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Commonwealth, and joint wards of the Fed- 
eral Government. 

Shelter and housing are deemed essential 
items of expense for people in all walks of 
life. Special housing, of course, is much more 
appreciated by, and much more necessary 
for elderly people because of their inability 
to go through narrow doors, climb stairs, 
fire furnaces, replace light bulbs and do the 
various things that are essential to the main- 
tenance and proper upkeep of a home. We, 
of this Society, therefore, suggest, that in 
line with the program outlined by the So- 
ciety, the various landlords and construction 
concerns throughout the United States build 
suitable houses for elderly couples and indi- 
viduals and make these available at no cost 
whatever to these older people so that they 
may enjoy the best of housing during their 
twilight years. 

These houses, of course, will require vari- 
ous services from the public utilities and sup- 
pliers. It is hoped that there will be some 
way to arrange for the furnishing of electric- 
ity, water, sewage disposal, telephones and 
oil or electricity for heating at no cost to 
these people. It is expected that the public 
utilities and fuel suppliers will be delighted 
to furnish these services and materials with- 
out cost, because these people are in their 
declining years and are entitled to preferen- 
tial treatment. 

It is a well known fact that the tedium of 
day-to-day existence in the same surround- 
ings brings a feeling of undue depression. 
Periodic vacations from the drab surround- 
ings of one’s day-to-day domicile have been 
recommended as a stimulus to fuller living 
and more vital interest in the geographical, 
political, social and spiritual affairs of the 
nation. It appears to this Society that, in 
line with the foregoing paragraphs of this 
letter, the transportation industry would be 
delighted to offer to each person over sixty- 
five free transportation to tke place of his 
choice, and that the various vacation resorts 
and national points of interest would be glad 
to accommodate these elderly guests with- 
out charge. We would suggest, however, that 
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vacations of this type be limited to the con- 
tinental United States, Alaska, Hawaii, Can- 
ada and Mexico. We feel that there would 
be an undue strain on the transportation 
facilities and hotel and rooming house ac- 
commodations of other countries if these 
elderly people were allowed to take their 
vacations in some of the far off, strange and 
exotic lands; however, if they were agree- 
able to paying a small additional charge, say 
$1.00 per day, such tours should probably 
be arranged. 

The Society is well aware of the fact that 
even with the best of care, housing, nutri- 
tion and diversion, these people will, at in- 
tervals, become incapacitated. We suggest 
that all the hospitals throughout the nation, 
both public and private, set up their admis- 
sion procedures so that elderly people—those 
over sixty-five—can be admitted to a hos- 
pital at their own request and remain as 
long as they so desire without any personal 
charge to them. 

Inevitably, comes the fatal day when the 
hour of reckoning can be no longer post- 
poned and, despite all of the efforts of the 
medical profession, using the facilities of the 
finest hospitals in the country and imple- 
mented by the finest drugs that science has 
been able to produce, each in his turn must 
be launched, individually, into the great 
beyond. When this natural catastrophe over- 
takes each individual, it is our sincere hope 
that the members of the mortuary profession 
will perform their duties and furnish the 
necessary accoutrements for a dignified and 
impressive interment. This, of course, will 
be without cost to the estate of the deceased. 
And as a final gesture of good will to a de- 
parted voter, it is only fitting that interment, 
inurnment or entombment be furnished 
without charge by the various cemeteries, 
crematoriums and mausoleums throughout 
the nation. 


It strikes this Society that the singling out 
of the medical profession as the group desig- 
nated to offer services at reduced rates, or 
entirely free, is little short of astounding 
when no other group serving older people 
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is expected to make any contribution what- 
ever to the comfort of elderly citizens in 
their declining years. We feel sure that the 
calling to the attention of the American 
public of this inequality will immediately 
result in a head-long rush by all of the 
groups, organizations and businesses above 
mentioned to get on the bandwagon and 
offer their services entirely free. It is quite 
obvious that if such general philanthropy 
were adopted by all the people of the United 
States there would be no necessity for the 
inclusion of a provision under Social Security 
to offer medical attention, only, to these 
older people. In fact, if such a program were 
voluntarily adopted by the American peo- 
ple, Social Security would no longer have any 
excuse for existing and the further deduc- 
tion of Social Security payments from the 
payrolls of American citizens could be dis- 
continued and the surplus accumulated 
might be used to reduce the Federal debt, 
create a series of new national parks or fi- 
nance the transportation of exchange stu- 
dents from the Congo—thus freeing private 
foundations and trusts from this election 
year obligation. 

The president of this Society is fast ap- 
proaching the time when he will be eligible 
for the wonderful services listed above, and 
he solicits, especially, your sponsoring this 
program in the Congress of the United States 
so that when he arrives at the predetermined 
age for the beginning of senility and senes- 
cence, he can look forward with serenity 
to a future well cared for and provided with 
far more of the material things of life than 
he has been accustomed to prior to his an- 
ticipated attainment of the age of retire- 
ment. 

Yours truly, 


C. C. Hatfield, M.D. 
President and Sole Member 
Sleepy Hollow Medical Society 
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In response to a letter from Dr. John 
Wyatt Davis, Jr., Lynchburg, to Senator 
Byrd, commending him on his assistance to 
the medical profession, the following reply 
was received: 


Dr. John Wyatt Davis, Jr. 
Chairman Public Relations 
Medical Society of Virginia 
701 Euclid Avenue 
Lynchburg, Virginia 


My dear Doctor: 


I was much gratified to receive your re- 
cent letter, and I appreciate your gracious 
comment. 

At the beginning, I was greatly concern- 
ed, as I feared the Senate would substitute 
the Forand bill, or some version of it, to take 
the place of the bill reported by the Senate 
Finance Committee. 

The Finance Committee reported the 
House legislation, with amendments, by a 
vote of 12-5, and then, as you know, the 
effort was made to pass an amendment based 
upon the Social Security concept. This 
amendment was defeated in the Senate by 
a vote of 54 to 41, despite very powerful 
efforts to pass it. 

I regard this vote in the Senate on the 
medical aid bill as one of great significance. 

It is certain that similar legislation will 
be introduced in the next session, and all of 
us must be on the alert. I will continue to 
oppose to the utmost of my capacity any 
form of socialized medicine. 

Thanking you for your kindness in writ- 
ing me, and with warm regards, I am 


Faithfully yours, 
Harry F. Byrd 
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Faditorial.... 


Health Insurance and the Principle of “Tolerable Pain” 


i ikea INSTITUTION of voluntary health insurance is no longer at 

the crossroads, but beyond, as indicated by the stout popular support 
for some sort of compulsory Federal intervention in the field of health 
insurance. Many factors have conspired to push voluntary health insur- 
ance beyond the crossroads, and if we can discern at least some, we might 
prevent its advance along the downhill road to complete medical socialism, 
or at least preserve it for segments of the population who want it. These 
factors touch three participants: 


1. Attending physician: He must appeal to his own inner voice in the 
matter of unnecessary health services including hospitalization. If this 
voice is mute, or if economic pressure is put upon him, a potent “watch- 
dog” committee made up of medical staff members of the hospital will 
assist. Such a committee has proved very effective in certain localities. 
The physician might make an even greater contribution to the problem 
in his role of propagandist, as explained next. 


2. Patient: In my opinion he has done the most to push voluntary 
health insurance beyond the crossroads. He must be made to see the 
speciousness of his argument: “I am entitled to hospitalization (or medical 
service) since I have been paying premiums for so many years and have 
received nothing in return”. He must be made to see that, if his insurance 
plan is sound actuarially, he is entitled only to NECESSARY hospitaliza- 
tion and medical service. If this is otherwise, insurance plans are bound 
to disrupt in proportion as the subscribers subscribe to such fallacy. Ob- 
viously, such a problem cannot be encountered in the field of insurance 
of the concrete, like fire and collision, and there is no question of the 
vigor and stability of these programs. Since the desire to get some tan- 
gible return for money expended is so universal, especially in those fields 
dealing with intangibles as opposed to burned houses or wrecked cars, 
(which emotion at once dooms the efficiency of each and every socialized 
medical scheme), the principle of “tolerable pain” must be vigorously 
invoked to save voluntary medical insurance. The trip to the doctor, 
the trip to the hospital, no longer constitute “tolerable pain” in our pres- 
ent age of five-day work week, rapid transportation, and commodious 
to luxurious medical establishments. “Tolerable pain’, in our present 
Judeo-Christian civilization, is tantamount to money. Money in the 
present reference means deductible clauses. Deductible clauses need not 
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be made legally mandatory; premiums of policies containing them would 
be so reasonable to drive all others from the market-place when the pa- 
tients see their advantages. The deductible clauses should be available 
on a sliding scale to make the “tolerable pain” suit all purses. The patient 
must be made to see that it is greatly to his advantage in both premiums 
and benefits to subscribe to the policy with the largest deductible policy 
he can afford to have in case of illness. Deductibles from fifty to five 
hundred dollars would cause relatively similar “tolerable pains” in the 
varying economic groups. Although the pain of a five hundred dollar 
bill for medical care would not be “tolerable” to many people, let the 
interested person see the very modest premium and the remarkable bene- 
fits of such a policy. Regardless of the economic group, medical service 


under voluntary insurance must be accompanied by “TOLERABLE 
PAIN”. 


3. Insurance carrier: All our comments about the necessity of “tol- 
erable pain” apply infinitely more when a patient finds himself in a posi- 
tion to PROFIT from medical service. Three accident policies might 
be turned into a tidy little profit for a bump on the leg. Few doctors are 
sufficiently hardy to withstand the exhortation of the patient for radi- 
ologic services, no matter how minor the injury. That the patient has 
paid for all these policies and hence is entitled to the benefits is obviously 
against the general welfare because the person with one policy that is 
used in the proper way for indicated services is helping to subsidize a tidy 
little profit scheme of others, with inevitable raising of his own rates. 
Such profit schemes should be circumvented by cooperation of the nation’s 


insurance companies, or even by law. 


One serious by-product of over-utilization of health policies that has 
received scant (and merits much more) attention is the effect on the 
medical attendant. Performance of unnecessary examinations by an 
already over-worked physician is bound to be reflected in his attitude 
towards his work, which unfortunately might be carried over into other, 
more legitimate areas of medical practice. Less important, but, in my 
opinion, real, is the frame of mind of some of these patients undergoing 
unnecessary examinations that entail discomfort; although it is possible 
that my clock of forbearance is winding down along with the ticking 
away of time, I do feel more and more patients are protesting the ad- 
mittedly strenuous preparation for a barium enema, or the chalky sus- 


pension for the gastro-intestinal series. 


If voluntary health insurance is to survive vigorously, some of these 
matters must be met, and met successfully. 


CHRISTIAN V.CIMMINO, M.D. 
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Cwnrent Currents 


SPECIAL REPORT ON ACTIONS OF THE HOUSE OF DELEGATES 
OF THE AMA 


The following summary covers only a few of the many important subjects dealt with 
by the House and is not intended as a detailed report on all actions taken. 


HOSPITAL ACCREDITATION AND STAFF MEETINGS: The following resolu- 
tion was introduced by the Virginia delegation as instructed by The Medical Society 
of Virginia House of Delegates in October: 


WHEREAS, It is increasingly evident that certain regulations governing attendance 
at hospital staff meetings, as recommended by the Joint Commission on Accreditation 
of Hospitals, are adversely affecting the activities of many component societies by 


(a) lowering the attendance records of component societies as a result of present 
requirements and regulations pertaining to hospital staff meetings; 


(b) initiating policy without regard for local conditions and opinion; 


(c) placing the physician in such a position that his responsibility is often to the 
hospital first and the component society second; 


(d) affecting, by its policies, the ability of medical leadership to inform the com- 


ponent societies on state and national legislation so vital to the future of American 
medicine; 


(e) interfering with medical education programs as submitted by component socie- 
ties; therefore be it 


RESOLVED, That the American Medical Association formally express to the Joint 
Commission on Accreditation of Hospitals its dissatisfaction with and disapproval of 


policies of the Joint Commission which adversely affect the activities of component 
societies. 


The resolution received serious consideration by the Reference Committee on Medical 
Education and Hospitals. It was the Committee’s opinion, concurred in by the House, 
that revisions in the standards of the Joint Commission on Accreditation of Hospitals 
would appear to solve the problem set forth in the resolution. The principal revision, 
covered in a supplementary report of the AMA Board of Trustees, has to do with a 
change in meeting and attendance requirements. Briefly, it is now up to the hospital to 
write its own requirements and up to the Commission to judge as to their adequacy at 


that specific hospital. 
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FOREIGN MEDICAL SCHOOL GRADUATES: The House adopted a report which 
included the following statement: “In order that those foreign physicians who have not 
yet been certified by the Educational Council for Foreign Medical Graduates might be 
given further opportunity to enhance their medical education, hospitals would be en- 
couraged to develop special educational programs. Such programs must be of educa- 


tional worth to the foreign graduate and must divorce him from any responsibility 


for patient care. Foreign physicians may participate in these programs until June 30, 
1961, with approval of the Department of State so that their exchange visa will not be 
withdrawn before that time. This will also allow the non-certified foreign physician the 
opportunity to take the April, 1961, Educational Council for Foreign Medical Gradu- 


ates examination.”’ 


VOLUNTARY HEALTH INSURANCE: A resolution was adopted directing the 
Board of Trustees and the Council on Medical Service “to assume immediately the lead- 
ership in consolidating the efforts of the American Medical Association with those of 


the National Association of Blue Shield Plans, the American Hospital Association and 


the Blue Cross Association into maximum development of the voluntary, non-profit 
prepayment concept to provide health care for the American people”. The resolution 
also directed that similar leadership be undertaken “to coordinate the efforts of private 
insurance carriers through conferences with their national organizations”. 


SCHOLARSHIP AND LOAN PROGRAM: The House approved a scholarship and 
loan program proposed by the Special Study Committee of the Council on Medical Ed- 
ucation and Hospitals, and urged local participation in the program at the state and 
county level. The program is designed to “. .. assist in securing highly talented indi- 


viduals whose ability and leadership in all areas of medicine will be fostered and at the 


same time will bring needed financial assistance on a broad basis to medical students 


under a system in keeping with this Association’s belief in individual responsibility”. 


HEALTH CARE FOR THE AGED: The House reaffirmed AMA support of the Kerr- 
Mills Bill, and its opposition to any legislation involving use of the OASDI mechanism 
for medical care for the aged. State and local medical societies were urged to cooperate 


with appropriate state officials and provide leadership in implementing the provisions 
of the Kerr-Mills Bill. 


POLIO VACCINE: It was suggested that a proper committee be established by AMA 
to study the problems involved in administration of the new oral polio vaccine and to 
establish guides for physicians to follow when they are approached by various groups 
and asked for their support in administering oral polio vaccine. 
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Society Activities... 


The Fourth District Medical Society 


Met in Hopewell on December 6th with 
the Hopewell Medical Staff serving as hosts. 
A luncheon was held at the John Randolph 
Hospital and the meeting was at the Ofhcers 
Club at Fort Lee. Dr. Lewis Dexter, profes- 
sor of medicine at Harvard Medical School, 
spoke on Pulmonary Embolism, and Dr. 
Harold Levine, also of Harvard, spoke on 
Rheumatic Heart Diseases. Dr. Carolyn 
McCue of the Medical College of Virginia 
discussed Heart Failure in Children. 

The meeting was closed with a dinner at 


the Officers Open Mess. 


Virginia Society of Ophthalmology and 
Otolaryngology. 


The semi-annual meeting of this Society 
was held at Virginia Beach on October 10th. 
Following a luncheon a meeting of the Ex- 
ecutive Council, composed of Dr. Emanuel 
U. Wallerstein, chairman, Drs. Calvin T. 
Burton, J. Lawson Cabaniss, Orvin C. Jones, 
Parker H. Lee, Jr., Robert L. Norment, and 
Maynard P. Smith, held a business meeting. 
Among other items discussed, it was decided 
to hold the annual meeting of the Society 
on May 3, 4, and 5 at the Golden Triangle 
in Norfolk. 

Dr. Richard O. Smith, Pulaski, is presi- 
dent of this Society and Dr. M. K. Hum- 


phries, Charlottesville, secretary-treasurer. 
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Virginia Association of Medical Assist- 
ants. 


The annual meeting of this Association 
was held at Natural Bridge, November 12- 
13. Mrs. Lucy Carwile, who is associated 
with Dr. John Wyatt Davis, Jr., Lynchburg, 
was president and presided. Mrs. Lois Clark, 
president of the Lynchburg Chapter, was 
chairman of arangements and did an out- 
standing job. 

After the business meeting on the 12th, 
there was a hospitality hour, followed by the 
banquet, at which Mr. Roger H. Zion, Di- 
rector of Sales Training, Mead Johnson & 
Company, was guest speaker. Mrs. Mildred 
Phippen, Richmond, installed the new off- 
cers as follows: President, Mrs. Lillie Rogers, 
Richmond; president-elect, Mrs. Mary Har- 
ris, Leesburg; Secretary, Miss Mavis M. Hay- 
wood, Richmond; and treasurer, Miss Cath- 
erine E. Proffitt, Charlottesville. 

On the 13th, a program was conducted 
on The Law as Affects Medical Assistants. 
Speakers were Mr. Thomas D. Jordan, Ad- 
ministrative Assistant of the Office of Chief 
Medical Examiner, and Mr. Louis G. Fields, 
attorney. Both are of Richmond. In the 
afternoon, Dr. Lyle W. Lidbeck, Salem, Ore- 
gon, gave a most interesting discussion of 
the Medical Examiner’s program recently 
inaugurated in his State. 

The 1961 national convention of this As- 
sociation will be held in Reno, Nevada. 
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Nens.. 


New Members. 


Since the list published in the December 
issue of the Monthly, the following have 
been admitted into membership in The Med- 
ical Society of Virginia: 

Porfirio Arias, M.D., Dante 

Joseph Henry Bragdon, M.D., McLean 

Pauline Davis Carmichael, M.D., Roanoke 


Arthur Gardner Harden, M.D., Char- 
lottesville 


Ivan V. Magal, M.D., Stuart 


Dean Harrington Martin, M.D., Arling- 
ton 


Owen Clay Shull, M.D., Herndon 


Lawrence Owen Snead, Jr., M.D., Rich- 
mond 


Melissa Anthony Warfield, M.D., Norfolk 
Franklin Parker Watkins, M.D., Rich- 


mond 


Dr. Kenneth D. Graves Honored. 


The past and present members of the Vir- 
ginia State Board of Medical Examiners and 
their wives and friends met at the Common- 
wealth Club in Richmond on November 
28th at a dinner in honor of Dr. Kenneth D. 
Graves.of Roanoke, Virginia. Dr. Graves 
retired as Secretary and member of the Board 
of Medical Examiners on June 30, 1960. He 
was appointed to the Board in 1947 after the 
death of Dr. J. W. Preston and was elected 
to the office of Secretary-Treasurer to suc- 
ceed him. 

Kenneth Graves was born in Davidson, 
North Carolina, where his father was Pro- 
fessor of Romance Languages at Davidson 
College. Incidently, Dr. Graves’ father was 
a student under Robert E. Lee at Washing- 
ton College (later Washington and Lee). At 
the age of six, upon the death of his father, 
he and his widowed mother moved to Bed- 
ford, Virginia, where he obtained his ele- 
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mentary education. After completing his 
studies at the Southwestern Presbyterian 
University, he was graduated from the Med- 
ical College of Virginia in 1914. From 1914 
to 1917 Dr. Graves served as the Richmond 
City Bacteriologist under Dr. E. C. Levy. 

At the beginning of World War I, ke 
entered the United States Army Medical 
Corps and served with distinction at Camp 
Wordsworth, South Carolina, and at Base 
Hospital 53, Langres, France, with tke rank 
of Captain. 

In 1919 he began the practice of Internal 
Medicine in Roanoke, Virginia. He was mar- 
ried to Margaret Stringfellow Burwell of 
Roanoke, Virginia. This happy union was 
blessed with two daughters, Mrs. Brenton 
Smith of Philadelphia, Pennsylvania, and 
Mrs. David S. McClung, II of Salem, Vir- 
ginia. 

In spite of his many activities relative to 
an active medical practice, Dr. Graves found 
time to devote to his family, his church, his 
profession and medical education and licen- 
sure in Virginia. 

During World War II he was an Examiner 
for the Selective Service and Coordinator for 
Medical Examiners. 

His many personal and professional hon- 
ors and activities testify to his energy, devo- 
tion and sterling character. 

He was the Medical Director of the Roa- 
noke Red Cross from 1950 to 1953. He is a 
member and past President of the Roanoke 
Academy of Medicine, past Vice-President of 
the American Federation of State Board of 
Medical Examiners; member of The Medical 
Society of Virginia, the American Medicai 
Association, a Fellow of the American Col- 
lege of Physicians and a diplomate of the 
American Board of Internal Medicine. He 
is also a member of the American Academy 
of Allergy and a Director of the Roanoke 
Valley Heart Association. Because of his 
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qualifications and active practice, he enjoys 
the privilege of the staffs of the hospitals in 
Roanoke: The Lewis-Gale, the Jefferson, the 
Roanoke Memorial, the Berrell Memorial and 
the Shenandoah. He is assistant surgeon for 
the Norfolk and Western Railroad. 


Dr. Graves is a Mason, Kiwanian, Elder 
in the Presbyterian Church, member and 
past President of the Roanoke Rose Society 
and a member of the Shenandoah Club of 
Roanoke. 


Dr. Graves’ great love and devotion has 
been the Virginia State Board of Medical 
Examiners. For thirteen years he has been 
its most efficient Secretary and Treasurer. 
His standards of high ideals of medical edu- 
cation and his cooperation with Virginia’s 
two medical schools have elevated the status 
of medicine in Virginia to that of envy 
among other states. Because of his untiring 
efforts and attention to minute details, the 
Virginia State Board of Medical Examiners 
and the Medical Practice Laws of Virginia 
are today of the highest type. Nationally, his 
interest and efficiency in the American Fed- 
eration of State Boards raised him to the 
high office of the Vice Presidency. 


His interest in the young physicians has 
been paramount. Pledged to the responsi- 
bility to the people of Virginia, the Medical 
Laws of Virginia and the young medical can- 


didates, Dr. Graves’ enforcement and inter- 
pretation of the Medical Practice Laws were 
fair and just. His gentle and kind manner 
portrays his lovable character. 

The Virginia State Board of Medical Ex- 
aminers and the Medical Profession are most 
grateful for the services of Kenneth Graves. 

May he have a long and happy life ahead, 
remembering always the appreciation of the 
State of Virginia, the Board of Medical Ex- 
aminers and the Medical Profession for his 
unselfish services in their behalf. 


Dr. Harry J. Warthen 


Has been elected a Councilor of the So- 


VoLUME 88, JANUARY, 1961 


ciety of Medical Consultants to the Armed 
Forces. He attended its fifteenth annual 
meeting at the Walter Reed Hospital in 
Washington, December 4-5. 


University Hospital Opened. 


The new six and a half million dollar addi- 
tion to the University of Virginia Hospital 
was opened in December. The eight-story 
building contains 276,000 square feet of 
space and will provide 419 beds. This per- 
mits the closing down of all wards now lo- 
cated in the old original hospital buildings 
that were not fireproof. Wards located in 
the Barringer and Davis wings will be main- 
tained in operation, giving a total bed ca- 
pacity of 620. Formal dedication of the 
hospital will take place in April as a part 
of a three-day ceremony commemorating 
the 60th anniversary. 

The building is air-conditioned through- 
out. Each general nursing floor has facilities 
for the care of disturbed patients, isolation 
cases, eXamination and treatment, in addi- 
tion to the required service elements. A pe- 
diatric floor and maternity floor contain 
provisions for the specialized services in- 
volved. The surgical suite provides twelve 
major operating rooms, three minor operat- 
ing rooms, five induction rooms, and a large 
postoperative recovery room. Other special 
services include a 50-bed chest surgical-diag- 
nostic unit and four 26-bed chronic disease 
nursing units. A 2-story radiology building 
contains therapeutic facilities on the lower 
floor and diagnostic facilities on the upper 
floor. 


Leesburg Street Named for Doctor. 


A street in Leesburg has been named for 
one of the town’s best known and beloved 
doctors—the late Dr. John Aldridge Gibson. 
The street is less than two blocks from where 
he lived and leads to the Loudoun Hospital, 
of which he was one of the founders. 
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Infirmary Named for Drs. Ray. 


The new Randolph-Macon College In- 
firmary, now under construction at Ash- 
land, will be named the A. Chambers Ray 
Infirmary. It will be named in honor of the 
late Drs. A. Chambers Ray and A. Chambers 
Ray, Jr., who, between them, served the col- 
lege for more than half a century as college 
physicians. 


New Chairman of Radiology. 


Dr. Richard G. Lester will assume the po- 
sition of chairman of the department of 
radiology at the Medical College of Virginia 
On April Ist. He will succeed Dr. Fred- 
erick B. Mandeville who will continue as 
professor of radiology. Dr. Lester is now a 
member of the staff of the Minnesota School 
of Medicine. 


Doctors Suite. 


Splendid location in fastest growing com- 
munity in suburban Washington, Hollin 
Hall Village, Fairfax County, Virginia. Sur- 
rounded by over 3,000 detached homes, 
ranging in value from $18,000 to $40,000, 
with only one general practitioner in the 
community, who recently moved from this 
suite to larger quarters. Space consists of 
five rooms, including reception room and 
all necessary space for practical operation. 
Completely heated and air conditioned. Call 
SOuth 5-5066, Alexandria, Virginia. (Adv.) 


Situation Wanted. 


E.E.N.T. man, preceptorship trained, 
good refractionist, desires permanent asso- 
ciation with ophthalmologist and/or oto- 
laryngologist. Reply to #950, care The 
Virginia Medical Monthly, 4205 Dover 
Road, Richmond 21, Virginia. (Adv.) 
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IN EMOTIONALLY PROJECTED 
SMOOTH-MUSCLE SPASM... 


Prompt, Profound 


Protection...at both 
ends of the vagus 


PRO-BANTHINE” 
with DARTAL 


Professional reliance on the therapeutic profi- 
ciency of Pro-Banthine in functional gastro- 
intestinal disorders has made it the most widely 
prescribed anticholinergic. 

The consistent relief of emotional tensions 
afforded by Dartal makes this well-tolerated 
tranquilizer a rational choice to support the 
antispasmodic action of Pro-Banthine in emo- 
tionally influenced smooth-muscle spasm. 

These two reliable agents combined as Pro- 
Banthine with Dartal consistently control both 
disturbed mood and disordered motility when 
emotional disturbances project themselves 
through the vagus to provoke such gastrointes- 
tinal dysfunctions as gastritis, pylorospasm, 
peptic ulcer, spastic colon or biliary dyskinesia. 


USUAL ADULT DOSAGE: 
One tablet three times a day. 


SUPPLIED as aqua-colored, compression-coated tab- 
lets containing 15 mg. of Pro-Banthine (brand of pro- 
pantheline bromide) and 5 mg. of Dartal (brand of 
thiopropazate dihydrochloride). 


6.p. SEARLE « co. 


Chicago 80, Illinois 
Research in the Service of Medicine 
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EsTABLISHED 1916 


Asheville, North Carolina 


Appalachian Hall 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 
Wo. Ray GriFFIN, JR., M.D. 
RoBert A. GRIFFIN, JR., M.D. 


Mark A. GriFFIN, SR., M.D. 
A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsHevILte, N. C. 


Gill Memorial Eye, Ear and Throat Hospital 


Roanoke, Virginia 
Announces to the Profession 


THIRTY-FOURTH ANNUAL SPRING CONGRESS 
in 
OPHTHALMOLOGY AND OTOLARYNGOLOGY 
April 3 through April 8, 1961 
GUEST SPEAKERS 


M.D: New York, N. Y. 
ALLEN BarKEr, M.D Roanoke, Va. 
Winpsor S. Davies, M.D Detroit, Mich. 
R. M. FASANELLA, M.D._----- New Haven, Conn. 
Rosert L. GooDALE, M.D Boston, Mass. 
Tuomas R. HepceEs, Jr., M.D.__Philadelphia, Pa. 


TEORGE W. MurGATROYD, Jr., M.D._ Baltimore, Md. 
DoNnALD F. Procror, M.D Baltimore, Md. 
JAMES E. PuURNELL, M.D._---_---- New York, N. Y. 
BERNARD SCHWARTZ, M.D Brooklyn, N. Y. 
Ben H. Senturia, M.D St. Louis, Mo. 
BENJAMIN H. SHUSTER, M.D._-Philadelphia, Pa. 


CHEVALIER L. JACKSON, M.D._--Philadelphia, Pa. 
}EORGE M. KNAUF, COLONEL, USAF, MC 


Patrick Air Force Base, Fla. 
New York, N. Y. 


ARTHUR LiInKSZ, M.D 


Harotp Sygop, Richmond, Va. 
FREDERICK H. THEODORE, M.D.__.New York, N. Y. 
WILLIAM P. Tick, M.D Roanoke, Va. 
Henry P. WAGENER, M.D Rochester, Minn. 


For further information write: 


Superintendent, P. O. Box 1789 


Roanoke, Virginia 
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——— Third Decade of Nursing 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 


Fire Protection by Grinnell Sprinkler System 


Saint Albans Psychiatric Hospital 
RADFORD, VIRGINIA 


announces the opening of HILLSIDE, a new medical psychiatric 
facility for the resident care of selected male and female patients. 
HILLSIDE is a modern one-story structure with private and semi- 
private accommodations for twenty-four patients. The building 
is located on the grounds adjacent to the main hospital building 
with ample out-of-doors space. It is protected by an automatic fire 
sprinkler system. Medical, psychiatric and nursing services are 
provided by the hospital staff. A well-rounded recreational and 
occupational therapy program heips fill the ‘long hours” with 
individual and group activities. 


For rates and additional information, address: 


James P. King, M.D., Director, 
Saint Albans Psychiatric Hospital, 
Box 1172, Radford, Virginia 
Telephone—NEptune 9-2483 
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General Medicine 


HUNTER H. McGUIRE, M.D. 
MARGARET NOLTING, M.D. 


-D. 
ROBERT W. BEDINGER, M.D. 
Orthopedic Surgery 
JAMES T. TUCKER, M.D. 
BEVERLEY B. CLARY, M.D. 
JAMES B. DALTON, JR., M.D. 


Neurology 
RAYMOND A. ADAMS, M.D 


ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


EARNEST B. CARPENTER, M.D. 


General Surgery 


WEBSTER P. BARNES, M.D. 

JOHN H. REED, JR., M.D. 

JOHN ROBERT MASSIE, JR., M.D. 

JOSEPH W. COXE III, M.D. 
Dental Surgery 

JOHN BELL WILLIAMS, D.D.S. 


Urology 


CHAS. M. NELSON, M.D. 
AUSTIN I. DODSON, JR., M.D. 


Pediatrics 
HUBERT T. M.D. 


Treasurer : RICHARD J. JONES, BS., C.P 
ALL ROOMS AIR CONDITIONED 
Free Parking for Patrons 


Obstetrics 
W. HUGHES EVANS, M.D. 
W. H. COX, M.D. 


Bronchoscopy 


GEORGE AUSTIN WELCHONS, M.D. 


Radiology 
HENRY S. SPENCER, M.D. 
STUART J. EISENBERG, M.D. 


Pathology 
J. H. SCHERER, M.D. 
JOHN L. THORNTON, M.D. 


Anesthesiology 
HETH OWEN, JR., 
WILLIAM B. MONCURE, M.D. 
BEVERLY JONES, M.D. 


Richmond, Virginia 


TUCKER HOSPITAL Inc. 


212 West Franklin Street 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. JAMES ASA SHIELD 
Dr. GEORGE S. FULTZ 


Dr. WEIR M. TUCKER Bal; 
Dr. AMELIA G. Woop 
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JOHN P. LYNCH, M.D re 
WM. H. HARRIS, JR., M.D. 


(COMBINED) 
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RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a limited num- 
ber of charity patients. 


ADDRESS: JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 


Understanding ‘Care| © 


Health Approved —Intermediate Care— 


® Round the Clock Skilled Care Dial 
@ Highest Ethical Operating Standards 


R.N. Supervision and M.C.V. Extern Mitton 3-271] 


@ Trained Dietitian @ Male Orderlies 


Administrator 
Inc. 
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Your Patients Sat the Skilled Care They Deserve 


AGED e TERMINAL CASES e CHRONICALLY ILL 


@ Sprinkler and “Atmo” System Equipped e 


Inspection Invited 


67 Simmons Hospital Bed Capacity 
Automatic Litter-Size Elevator 
Rates Start From $60 Weekly 
Private and Multiple Rooms—toilets 
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Adequate Hospitalization 


- for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 


Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “‘legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


available at White Cross Hospital meet a vital need. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 


Cross Hospital is under the direction of a:compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 


mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 


Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ga. 
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Medicine: 
MAnFRreD CALL, III, M.D. 
M. Morris Pinckney, M.D. 
ALEXANDER G. Brown, III, M.D. 
Joun D. Catt, M.D. 


FraNnK M, Bianton, M.D. 

W. Powe Lt, M.D. 
Obstetrics and Gynecology: 

Wa. Durwoop Succes, M.D. 

Spotswoop Rogins, M.D. 

Davin C. Forrest, M.D. 

Josepn C. Parker, M.D. 
Orthopedics: 

Beverey B. Crary, M.D. 

James B. Darton, Jr., M.D. 
Pediatrics: 

CuHarLes P. Mancum, M.D. 

Epwarp G. Davis, Jr., M.D. 
Ophthalmology, Otolaryngology: 

W. L. Mason, M.D. 

J. Warren Montacue, M.D. 
Anesthesiology: 

B. Moncure, M.D. 

HetH Owen, Jr., M.D. 


WynpbHaM B. BLantTon, Jr, M.D. 


STUART CIRCLE HOSPITAL 


413-21 STUART CIRCLE 
RICHMOND, VIRGINIA 


Surgery: 

A, STEPHENS GRAHAM, M.D. 

Cuarces R. Rostns, Jr., M.D. 

CARRINGTON WILLIAMS, M.D. 

Ricwarp A. Micnavux, M.D. 

CARRINGTON WILLIAMS, JrR., M.D. 

ARMISTEAD M, WILLIAMS, M.D. 
Urological Surgery: 

FRANK Po te, M.D. 

J. Epwarp Hit, M.D. 
Oral Surgery: 

Guy R. Harrison, D.D.S. 
Plastic Surgery: 

Hunter S. Jackson, M.D. 
Roentgenology and Radiology: 

Frep M. Honces, M.D. 

L. O. Sneap, M.D. 

Hunter B. Friscukorn, Jr., M.D. 

C. Barr, M.D. 
Pathology: 

James B. Roserts, M.D. 
Physiotherapy: 

Miss ETHELEEN DALTON 
Director: 

Cartes C, HoucH 


JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


in 
Richmond 


Member Federal Deposit Insuranee Cora 
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Guy W. Horstey, M.D. 


ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Austin I. Dopson, Jr., M.D. 


Douctas G. CHAPMAN, M.D. 


General Surgery and Gynecology Urology Internal Medicine 
James T. GIANouLIs, M.D. ELMER S. Rospertson, M.D. 
General Surgery and Gynecology J. EDWARD Hut, M.D. Urol Internal Medicine 
lrology 


J. SHELTON Horstey, II], M.D. 


General Surgery and Gynecology 


W. Ky ce SmitH, Jr., M.D. 
Internal Medicine 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, 4dministrator 


REPRINT PRICES OF ARTICLES IN THE 
VIRGINIA MEDICAL MONTHLY 


Trim Size: 8 x 11 inches 


No. of copies 100 200 250 500 750 1000 1500 2000 
$8.30 $8.90 $9.20 $10.70 $12.20 $13.70 $16.70 $19.70 
9.45 10.20 10.60 12.45 14.35 16.20 19.95 23.70 
19.85 21.70 22:65 27.25 31.88 36.50 45.75 55.00 
Pages 47.87 50:15. 543.30 57.00 62.70 68.40 79.80 91.20 

pe ee 77.90 82.65 85.05 96.90 108.80 120.65 144.40 168.15 

ee i 95.74 100.30 102.60 114.00 125.40 136.80 159.60 182.40 

15.20 18.65 20.40 29.00 37.45 46.25 73.50 80.75 

Envelope—blank -- 2.80 5.60 7.00 14.00 21.00 28.00 42.00 56.00 

Envelope—printed _ 7.98 10.36 12.70 20.70 28.60 36.60 52.50 68.40 


PRICES F.O.B. RICHMOND, VA. 


Orders must be placed before type is distributed. 


WILLIAMS PRINTING CO. 


11-13-15 North 14th Street 


Richmond 19, Virginia 
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patic 
Syncillin Tablets — 250.mg. (400,000 units)... Syneillin Table 

Syncillin for Oral Solution — 60 ml. bottles — when reconstituted, 125 
yneillin Pediatric Drops — 1.5 Gm. bottles. Calibrated ‘dropper deli 
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SYNCILLIN® 
250 Geicde = 5 days 


3 ACUTE TONSILLITIS 


B.G. 9-year-old, white male. First seen Aug. se 


joosiia palatine die 
nonin 
gesogen worden, 
stark gespanm 


1959 with acute tonsillitis. Illness of 3 days’ 


duration. Beta hemolytic streptococcus extremely 
sensitive to SYNCILLIN cultured from the throat. 
Patient started on SYNCILLIN — 250 mg. q.i.d. 


After 5 days, the infection appeared cured and 


the antibiotic was discontinued. No subjective or 


objective evidence of side reactions. 


mg. (200,000units) 
ers 125mg. (200,000 units) 
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More than keeping abreast... keeping ahead! 


Clinical Meeting 


Washington, D.C. 


Registration and Exhibits 
National Guard Armory 
November 28, 29, 30, December 1 


Use any means but by all means attend this 
session—an informative cross-section of 
medicine for all physicians. 


yy OVER 100 SCIENTIFIC PAPERS 
ye OVER 100 SCIENTIFIC EXHIBITS 
yx OUTSTANDING SYMPOSIA & PANELS 


¢ Coronary Artery Disease 

¢ Clinical Nutrition 

« Panel on Nodules 

¢ Panel on Antibiotics and Steroids 


See October | ofd October 22 JAMA for hotel and meeting 
registration forms. . . Complete scientific program of 


Cyaical Meeting appears in October 22 JAMA 


AMERICAN MEDICAL ASSOCIATION 


535 North Dearborn Street, Chicago 10, lilinois 
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Your difficult rheumatic patient... 


through effective relief and rehabilitation 


For the patient 
who requires steroids 


PABALATE®-HC 


(PABALATE WITH HYDROCORTISONE) 
Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage... satisfac- 
tory remission of rheumatic 


For the patient who does not require steroids 
PABALATE® 
Reciprocally acting nonster- 
oid antirheumatics ... more PABALATE® - Sodium Free 


or for the patient 
who should avoid sodium 


Pabalate, with sodium salts 


effective than salicylate alone. 


In each enteric-coated tablet: 


Sodium salicylate U.S.P.....0.3 Gm. (5 gr.) 
Sodium 

para-aminobenzoate ......0.3 Gm. (5 gr.) 


PABALATE 


replaced by potassium salts. 
In each enteric-coated tablet: 


Potassium salicylate .......... 0.3 Gm. (5 gr.) 
Potassium 

para-aminobenzoate ...... 0.3 Gm. (5 gr.) 
Ascorbic acid 50.0 mg. 


symptoms in 85 % of patients 
tested. 
In each enteric-coated tablet: 


Hydrocortisone (alcohol) ............ 2.5 mg. 
Potassium salicylate .............0.... 0.3 Gm. 
Potassium para-aminobenzoate.. 0.3 Gm. 
Ascorbic acid 50.0 mg. 


PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA © Ethical Pharmaceuticals of Merit since 1878 
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Bone section: erosion 
and purulent exudate 
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Therapeutic 
confidence 


Panalba is effective against 
more than 30 commonly 
encountered pathogens 
including ubiquitous 
staphylococci. Right from 
the start, prescribing it gives 
you a high degree of 
assurance of obtaining the 
desired anti-infective action 
in this as in a wide variety 
of bacterial diseases. 


Supplied: Capsules, each 
containing Panmycin* 
Phosphate (tetracycline 
phosphate complex), 
equivalent to 250 mg. 
tetracycline hydrochloride, 
and 125 mg. Albamycin,* 
as novobiocin sodium, in 
bottles of 16 and 100. 


*Trademark, Reg. U. S. Pat. Off. 


Pan 


your broad-spectrum 
NG antibiotic of first resort 


The Upjohn Company 
Kalamazoo, Michigan 
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A U. S. Senator recently said, “In investi- 
gating the pharmaccutical industry, we are 
investigating and inquiring into an industry 
that has won and which deserves public ap- 
proval and confidence...It has been my 
judgment that the hearings to which I have 
referred, so far have been prejudiced and dis- 
torted.” To paraphrase a political saying... 


Let’s Look At The Record 


In relation to “real income,” drug prices have actually de- 
clined in recent years. At prevailing wages in 1929, it took 
91 minutes of working time to pay for the average pre- 
scription. Only 86 minutes of labor paid for the average 
prescription in 1958. As one economist put it, “If the retail 
prices of drugs had risen as much as the consumer price 
index since 1939, it would cost the consumer at least an 
additional one billion dollars to buy the drug preparations 
now consumed.” He goes on to compare the $19.02 per 
capita drug expenditure in 1958 with the $37.19 spent on 
tobacco products and $53.72 for alcoholic beverages.eW hen 
your patients inquire about the cost of medication, perhaps 
these facts will be helpful in explaining that today’s pre- 
scription, averaging about $3.00,1s a relatively modest 


investment 1n better This message is brought to you in behalf of the pro- 
h ] h d ] ducers of prescription drugs. For additional infor- 
ealt anda onger, mation, please write Pharmaceutical Manufacturers 
= Z Association, 1411 K Street, N.W., Washington 5, D.C. 

more productive life. 
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Squibb Triple Suifas (Trisulfapyrimidines) 


Clinical experience continues to prove that 
TERFONYL provides many special advantages 
fundamental to successful antibacterial therapy. 


. specificity for a wide range of organisms, superinfection rarely 
encountered = soluble in urine through entire physiologic pH range 
- minimal disturbance of intestinal flora, excellent diffusion through- 
out tissues readily crosses blood-brain barrier. sustained 
therapeutic blood levels, extremely low incidence of sensitization 


SUPPLY: Tablets, O.S gm. « Suspension, raspberry flavored, 0.5 gm. per teaspoonful (Scc.). 


Squibb Quality—the Priceless Ingredient 


1S A SQUIBB TRADEMARK 


VoLuME 88, JANUARY, 1961 


a 
== more and more physicians are prescribing this triple sulfa | 
ESS 
SQuisBB 
SQuiss. 
53 


Doctor... 


‘What would paying a bill like this 
do to your personal finances? 


‘And what about additional bills for your 
continuing Office Expenses — if YOU 
had been the patient? 


. . . knowing that today’s hospital confinements mean 
BIG bills, you should be the first to own ‘‘catastrophic”’ 
hospital-nurse insurance for yourself and your family’s 
assured protection. 


PLAN 1 
Major Hospital-Nurse Expense 


PAYS 100% of Hospital Room & Board Charges and 
Hospital Miscellaneous Expense PLUS 75% of in- 
hospital Nurse Fees — after the selected Deductible 
Amount has been applied — up to a $10,000 overall 
Limit of Payment for expenses incurred within 3 years 
of any one accident or sickness. Applies to each 
insured Member, Spouse or Dependent Child. 


You have a choice of 3 deductible amounts, assuring 
the ‘right’ protection at the ‘right’ cost for YOU! 

And, unlike most similar plans, premiums do NOT 
increase as you become older. 


—AS A PRACTICING PHYSICIAN ... 


—AS A PRACTICAL BUSINESSMAN . . . — 


. . . knowing that today it costs BIG money to operate 
your office — even when you are sick or injured and 
can’t be ‘on duty’ — it’s only good business to obtain 
Overhead Expense protection. 


PLAN 2 
Professional Overhead Expense 


PAYS covered Office Expenses — Rent, Employees’ 
Salaries, Heat, etc. — when you are continuously 
disabled by injury or sickness for 14 days or more. 
Payments are made directly to you, and can continue 
for as long as | year if you are totally disabled that 
length of time. 


You select only the protection you need — from $200 
up to $1,000 a month — based on actual operating 
expenses. And initial low cost eventually is even 
lower because premiums are tax-deductible! 


| APPROVED BY THE MEDICAL SOCIETY OF VIRGINIA | 


UNDERWRITTEN BY AMERICAN CASUALTY CO. READING, PA. 


DAVID A. DYER, Administrator 
Medical Arts Building 


Roanoke, Virginia 


HAVE YOUR NURSE PHONE US COLLECT — DIAMOND 4-5000 — for complete details about this much-needed pro- 


tection for which hundreds of Virginia doctors have already enrolled. We will gladly supply additional information or an 


enrollment application. 


There is no obligation and no solicitor will call MAY WE HEAR FROM YOU TODAY? 


. n 

= —OSpi ta] Doe 

| 
| 
| 
- 
a 
4 
| 
| 4 | 
| 
| 
] 
| 


WHENEVER COUGH THERAPY es | 


MPLETE Rx FOR bedtime, May be habit forming. Federal law 
Richmond Hill 18, NewYork | 


for acute 


Te upper respiratory infections 
C rex capsules 


The Original Tetracycline Phosphate Complex U.S. PAT. NO. 2,791,609 


effective control of pathogens...with an unsurpassed record of safety and tolerance 


SUPPLY: TETREX Capsules —tetracycline phosphate 
complex — each equivalent to 250 mg. tetracycline HCI 

—~B activity. Bottles of 16 and 100. 
BRISTOL LABORATORIES, SYRACUSE, NEW YORK BRISTOL TETREX Syrup — tetracycline (ammonium polyphosphate 
Div. of Bristol-Myers Co. buffered) syrup — equivalent to 125 mg. tetracycline HCI 
activity per 5 ml. teaspoonful. Bottles of 2 fl. oz. and 1 pint 
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tion, have long demonstrated their dies } 
the uniformity, potency: purity E 


it has been conscientiously forming to 
best tasting ane to live 
sf pirin the world has ever | \ — 
Bayer Aspirin for Chil 


™ 
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Special favorites of yours, medications in which 
is quality controlled. No other maker submit a 
aspirin to such thorough quality controls as does” 
Aspirin and Flavored Bayer Aspirin for Children. — 


over five years 


Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
l tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


jaundice or agranulocytosis 


4 does not produce depression, Parkinson-like symptoms, 


does not impair mental efficiency or normal behavior 


Miltown 


meprobamate (Wallace) 
Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 
Also as MEPROTABS* — 400 Ing. unmarked, coated tablets; and 
as MEPROSPAN® — 400 mg. and 200 mg. continuous release capsules. 


Qi WALLACE LABORATORIES / Cranbury, N. J. 


| | 
M-2537 @TRACE-MARK 


...for the tense and nervous patient 


Despite the introduction in recent years of “new and different” tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 
the patient or the physician. 
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NEW analges 


e 


stops tension 


Soma Compound is an entirely new, totally dif- 
ferent analgesic combination that contains three 
drugs. First, Soma: a new type of analgesic that 
has proved to be highly effective in relieving 


For neuralgias, dysmenorrhea, upper respiratory 
distress, postsurgical conditions...new compound 
kills pain, stops tension, reduces fever—gives more 
complete relief than other analgesics. 


caffeine: a safe, mild stimulant for elevation of 
mood. As a result, the patient gets more complete 
relief than he does with other analgesics. 

Soma Compound is nonnarcotic and nonad- 


both pain and tension.” Second, phenacetin: 
a “standard” analgesic and antipyretic. Third, 


dicting. It reduces pain perception without im- 
pairing the natural defense reflexes.* 


NEW NONNARCOTIC ANALGESIC 
® Composition: Soma (carisoprodol), 200 mg.; 
phenacetin, 160 mg.; caffeine, 32 mg. 
Dosage: | or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, 
scored tablets. 


NEW FOR MORE SEVERE PAIN 


soma (ompound : codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts 

the effectiveness of codeine. Therefore, only 14 grain of codeine phosphate 

is supplied to relieve the more severe pain that usually requires 2 grain. 
Composition: Same as Soma Compound plus %4 grain codeine phosphate. 
Dosage: | or 2 tablets q.i.d. 

Supplied: Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 


“References available on request. 


( WALLACE LABORATORIES * Cranbury, N. J. 
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...the proof of the Patrician “200” 
1s in the radiograph! 


When you choose x-ray for private practice, look 
at performance as well as the price tag. ““Econ- 
omy” that is gained by short-cuts in table 
design or a reduction in power may mean slow 
exposures, blurred radiographs and repeated 
retakes. General Electric’s Patrician “200” 
combination is designed with adequate power 
for private practice —a full 200 ma to stop 
anatomical movement sharply and clearly. 
Many other features found in larger installa- 
tions are engineered into the Patrician: 81” 
table, independent tubestand, shutter limiting 
and automatic tube protection, to name just 


DIRECT FACTORY 


BALTIMORE 
3012 Greenmount Ave. « HOpkins 7-5340 
NORFOLK 
218 Flatiron Bldg. * MAdison 5-0561 
RICHMOND 


3425 W. Leigh St. « ELgin 9-5059 
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a few. And, considering its uncompromising 
G-E quality, this Patrician “package” is re- 
markably low priced. 

Rent the Patrician through the G-E Maxi- 
service® plan that provides the complete in- 
stallation, including maintenance, parts, tubes, 
insurance, local taxes— everything in one 
monthly fee. Get details from your G-E x-ray 
representative listed below. 


Progress /s Our Most Important Product 
GENERAL @@ ELECTRIC 


BRANCHES 


ROANOKE 
515 Norfolk Ave., S.W. Dlamond 3-6209 


WASHINGTON, D. C. 
Silver Spring, Md., 8710 Georgia Ave., N.W. 
JUniper 9-4355 
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and ANTIHISTAMINIC. The inclusion of Tristamine* and 
with the basic CONTRAMAL is 


Products C ompan 


M 


CONTRAMAL-CP . . .each 
orange capsule contains: 


Acetyl-p-aminophenol 325 mg. 
Salicylamide 225 mg. 
Caffeine 30 mg. 
Phenylephrine Hydrochloride 10 mg. 
Homatropine Methylbromide 2.5 mg. 
Tristamine* 20 mg. 
Supplied—bottles 100 and 1000 capsules 


SAMPLES AND 
LITERATURE 
GLADLY SENT 
UPON REQUEST 
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Trancoprin 


acetylsalicylic acid (300 mg.) and chlormezanone (50 mg.) 
Tablets 


Trancoprin 
interrupts 
the pain cycle 

at 3 points 


| BY , 
} 
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Trancoprin, a new analgesic, not only raises the pain perception threshold 
but, through its chlormezanone component, also relaxes skeletal muscle spasm! 
and quiets the psyche.?:*>” 


The effectiveness of Trancoprin has been demonstrated clinically® in a 
number of patients with a wide variety of painful disorders ranging from 
headache, dysmenorrhea and lumbago to arthritis and sciatica. In a series of 
862 patients,® Trancoprin brought excellent or good relief of pain to 88 per cent 
of the group. In another series,? Trancoprin was administered in an industrial 
dispensary to 61 patients with headache, bursitis, neuritis or arthritis. The 
excellent results obtained prompted the prediction that Trancoprin “.. . will 
prove a valuable and safe drug for the industrial physician.” 


No serious side effects have been encountered with Trancoprin. Of 923 
patients treated with Trancoprin, only 22 (2.4 per cent) experienced any side 
effects.*° In every instance, these reactions, which included temporary gastric 
distress, weakness or sedation, were mild and easily reversed. 


Trancoprin is recommended for more comprehensive control of the pain 
complex (pain —» tension—» spasm) in those disorders in which tension and 
spasm are complicating factors, such as: headaches, including tension head- 
aches / premenstrual tension and dysmenorrhea / low back pain, sciatica, 
lumbago / musculoskeletal pain associated with strains or sprains, myositis, 
fibrositis, bursitis, trauma, disc syndrome and myalgia / arthritis (rheumatoid 
or hypertrophic) / torticollis / neuralgia. 


The usual adult dosage is 2 Trancoprin tablets three or four times daily. 
The dosage for children from 5 to 12 years of age is 1 tablet three or four times 
daily. Trancoprin is so well tolerated that it may be taken on an empty stomach 
for quickest effect. The relief of symptoms is apparent in from fifteen to thirty 
minutes after administration and may last up to six hours or longer. 


Each Trancoprin tablet contains 300 mg. (5 grains) of acetylsalicylic acid 
and 50 mg. of chlormezanone [Trancopal" brand]. Bottles of 100 and 1000. 


non-narcotic analgesic 


References: 1. DeNyse, D. L:: M. Times 87:1512, Nov., 1959. 2. Ganz,S. E.: J. Indiana M. A. 52:1134, July, 1959. 
3. Gruenberg, Friedrich: Current Therap. Res. 2:1, Jan., 1960. 4. Kearney, R. D.: Current Therap. Res. 2:127, April, 
1960. 5. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 6. Mullin, W. G., and Epifano, Leonard: Am. 
Pract. & Digest Treat. 10:1743, Oct., 1959. 7. Shanaphy, J. F.: Current Therap. Res. 1:59, Oct., 1959. 8. Collective 
Study, Department of Medical Research, Winthrop Laboratories. 9. Hergesheimer, L. H.: An evaluation of a muscle 
relaxant (Trancopal) alone and with aspirin (Trancoprin) in an industrial medical practice, to be submitted. 


(| Jnthivop LABORATORIES , New York 18, N. Y. 


Trancoprin and Trancopal (brand of chlormezanone) trademarks reg. U.S. Pat. Off. 1518M 
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CHOICE OF THE MEDICAL 
SOCIETY OF VIRGINIA 
FOR PROFESSIONAL 
LIABILITY INSURANCE 


A SAINT PAUL AGENT IN YOUR | 


Virginia Head Office 
721 American Building 
Richmond 4, Virginia 
Phone MI 3-0340 


NITY AS CLOSE AS YOUR PHONE 


INDEX TO ADVERTISERS 


Abbott People’s Service Drug 10 


American Medical Education Foundation_ 48, 67 Physician’s Products Co. - ------- ~------- 68 
Ames Company, Inc 
Appalachian Hall 
Arnar-Stone 
Astra Pharmaceutical Products, Inc.___ 
Bradlee Medical Bldg. 
Bristol - 


-Inside Back Cover Plyler’s Nursing Home, Mrs.__- Re 41 


Richmond Eye Hospital—Richmond Ear, Nose and 

43 
.-..-- 


Saint Albans - 
Burroughs Wellcome Co Sandoz 
Drug Specialties -- Smith Kline & French Labo:atories_- _...------Back Cover 


Squibb 
St. Elizabeth's Hospital 
St. Luke’s Hospital-__- 


Dyer, David A., Insurance 


Eli Lilly and Company-_-- 


First & Merchants_- 


St. Paul-Western Insurance Companies 
General Electric 


Stuart Circle Hospital 
Gill Memorial Eye, Ear and Throat Hospital, 


Glenbrook § 
Tucker Hospital, Inc... 
Haskell, 


Terrace Hill Nursing Home 


United States Brewers Foundation 

Jones and Vaughan Vanpelt and Brown, Inc 

Lederle Wallace Laboratories 


Merck Sharp & Dohme-_--- ee White Cross Hospital 
Parke, Davis & Company ...Second Cover-3 Williams Printing Co.- 


Pharmaceutical Mfg. Assn. 52 


Winthrop Laboratories 5, 30, 64-65 
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_ for your complete insurance needs... | 
66 
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7 __..-----29, 35, 58, 59-60, 61 


ALEXANDRIA 
BRADLEE 
MEDICAL BLDG. 


60% LEASED FOR OCCUPANCY 

oO SPRING 1961 

e Air-conditioned Suites to your specifications 
e Close to hospitals and high population 

e Specialists desired for complete group 


4707 King St., Alexandria 
Fox Realty 


It's your professional privilege 
to replenish your ranks... 


Give to 
medical education 
through AMEF 


American Medical 


Education Foundation 
535 N. Dearborn St., Chicago 10, lil. 


For the 
Discriminating 
Eye Physician 


Depend on the Services of a 
Guild Optician 


Lynchburg, Virginia 
A. G. JEFFERSON 
Ground Floor Allied Arts Bldg. 


Exclusively Optical 
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physician 
is the symbol 


When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally. 
standardized, and therefore of 


unvarying activity and quality. 


When the physician writes “DR” 
(Davies, Rose) on his prescriptions 
for Tablets Quinidine Sulfate, he is 

assured that this “quality” tablet 

is dispensed to his patient: 


Rx Tablets Quinidine Sulfate Natural - 
0.2 Gram (or 3 grains) 
Davies, Rose 


Clinical samples sent to physicians on request 


Davies, Rose & Company, Limited 
Boston 18, Mass. 
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WHEN ORAL PENICILLIN THERAPY 
1S INDICATED.... 


K-CILLI 


K-CILLIN-500 
TABLETS 


Composition: Compressed tablets of Penicillin G 
Potassium, buffered with Calcium Carbonate. Each 
tablet contains 500,000 units of crystalline Peni- 
cillin G Potassium. 


Uses: In mild or moderately severe Gram-posi- 
tive infections except penicillin-resistant sta- 
phylococcic infections. Usually well tolerated 
with few if any side effects. 

Dosage: One tablet every four to six hours. 
Caution: Federal law prohibits dispensing without 
prescription. 


Supplied: Bottles of 100 and 1000. 

Also Available K-CILLIN 250 — As above except 
each tablet contains 250,000 units crystalline 
Penicillin G Potassium. 


References: Drugs of Choice: W. Modell, M.D., 
1959; Pg. 131, 132. 


K-CILLIN-500 
for SYRUP 


Composition: Crystalline Penicillin G Potassium 
powder, buffered with Sodium Citrate. When dis- 
pensed, add 39 cc. water. Resulting red solution 
will contain 500,000 units Penicillin G Potassium 
in each teaspoonful (5cc.). Solution will keep one 
week under refrigeration. Dry powder dated. 


Dosage: One teaspoonful every six hours. NOT 
FOR INJECTION. Caution: Federal law prohibits 
dispensing without prescription. 


Supplied: 60 cc. Bottles. 


References: Drugs, Their Nature, Action and Use; 
H. Beckman, M.D., 1958; Pg. 502, 504, 505. 


LITERATURE and CATALOG 
ON REQUEST 


Mayrand, INC. 


10 
PHARMACEUTICALS 42 WESTSIDE BRIVE 


SREENS BORO, 
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AN AMES CLINIQUICK’ 


CLINICAL BRIEFS FOR MODERN PRACTICE 


LABORATORY 
PROCEDURES 
INDICATED IN 
DIABETICS WITH 
URINARY TRACT 
INFECTIONS? 


A urine culture is absolutely essential in the diabetic suspected of having a urinary tract infec- 
tion since such infection is not always accompanied by pyuria. It is also essential to keep the 
urine free from sugar—as shown by frequent urine-sugar tests—for successful therapy. 


Source: Harrison, T. R., et al.: Principles of Internal Medicine, ed. 3, New York, McGraw-Hill Book Co., 1958, p. 620. 


the most effective method of routine testing for glycosuria... 
color-calibrated 


BRAND Reagent Tablets 
the standardized urine-sugar test for reliable quantitative estimations 


Urinary tract infections are about four times more frequent in the diabetic than in 
the non-diabetic. The prevention and treatment of urinary tract infections, as well as 
the avoidance of other complications of diabetes, are significantly more effective in the 
well-controlled diabetic. The patient should be impressed repeatedly with the importance 
of continued daily urine-sugar testing—especially during intercurrent illness—and warned 
of the consequences of relaxed vigilance. 

“urine-sugar profile” With the new Graphic Analvsis Record included in the CLINtTEST 
Urine-Sugar Analysis Set (and in the tablet refills), daily urine-sugar readings may be recorded to 


form a graphic portrayal of glucose excretion most useful in clinical control. esas 
¢ motivates patient cooperation through everyday use of Analysis Record 
e reveals ata glance day-to-day trends and degree of control AM ES 
¢ provides a standardized color scale with a complete range in the familiar blue-to COMPANY, INC 
Elkhart « Indiana 
orange spectrum 


Toronto * Canado 


guard against ketoacidosis ADDED SAFETY FOR DIABETIC CHILDREN 


... test for ketonuria ACETEST® KETOSTIX° 


for patient and physician use eavent Tablets 


Reagent Strips 
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CONTROL WHEN IT 
IS VITALLY NEEDED: 
THORAZINE® INJECTION 


brand of chlorpromazine 


‘Thorazine’ can rapidly control the severely 
agitated patient, preventing him from harming 
himself or those around him. Usually, his 
belligerence, hostility and excitement are re- 
placed by rational, docile behavior, and he 
becomes receptive to guidance and counselling. 


‘Thorazine’ is so effective in agitation because 
it provides an intense tranquilizing effect, for 
control of both emotional and physical hyper- 
activity; and a transitory soporific effect, for 
added initial control of physical hyperactivity. 


Smith Kline & French Laboratories 


